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Original Articles. 


X-RAYS AND STERILITY. 
By F. TitpEN Brown, M.D., 


AND 
T. Oscoop, M.D. 
NEW YORK. 


While constantly employing the Réntgen rays 
and recognizing their beneficent effects in the 
treatment of many diseases, as well as acknowledg- 
ing that they are indispensible in the accurate and 
complete diagnosis of many conditions with which 
we have to deal, we desire to report upon one of the 
manifestly important injurious effects which have 
recently come to our notice and to consider briefly 
some aspects of the question of x-ray effects upon 
human tissues. 

Before the January (1905) meeting of the Section 
for Genito-Urinary diseases of the New York Acade- 
my of Medicine, the statement was made by us 
that men by their presence in an x-ray atmosphere 
incidental to radiography, the therapeutic use of, 
or testing of tubes, may, after a period of time be 
rendered sterile. 

This statement was based upon discovering that 
ten x-ray workers who had consulted us, were the 
subjects of total azoospermia, although none of 
them had suffered from any venereal disease or 
traumatism involving the genital tract, none of 
them presented physical signs of abnormality of 
these organs and none was conscious of, or gave a 
history of functional derangement. 

Since that time the number of cases has in- 
creased and we now have records of eighteen cases 
in whom total azoospermia or oligo-necrospermia 
has been demonstrated. All of those examined 
who have done extensive x-ray work for several 
years (more than three) show no spermatozoa in 
their seminal fluid, while a few of the men who have 


been engaged in the work for a shorter time and 
have exercised care in avoiding direct exposure 
to the active tube show varying states of oligo- 
necrospermia. Several cases have been examined 
whose exposures have been infrequent and short 
(once or twice a week for five to fifteen minutes), 
whose seminal fluid presents normal characteris- 
tics with abundant actively motile spermatozoa. 

These cases are men in robust health, whose ages 
range from 22 to 40 years. Twelve of them have 
operated x-ray tubes for one-half to four hours at 
least three times a week for the greater part of 
each year during the past two to six years. Six 
of them are the subjects of more or less severe x-ray 
dermatitis of the hands. 

This sterility has been produced without the 
slightest subjective or objective sign denoting its 
insidious development. In no case has even a 
transient erythema of the scrotum been noted and 
in no case has there been evidence of deterioration 
of. sexual activity. One half of these men are 
married and no one among them has had a child 
since he undertook this work. The childless mar- 
riage presents so many problems which are difficult 
or impossible of elucidation, that but little weight 
may be attached to this fact, scientifically con- 
sidered, until other factors have been eliminated. 

The means of diagnosis in these cases has been 
the thorough careful microscopical examination 
of the fresh, warm seminal fluid obtained: (1) by 
digital compression per rectum of the seminal 
vesicles, ejaculatory ducts and prostate, followed 
by the passage of urine (or of saline solution previ- 
ously injected into bladder) and (2) by a normal 
physiologic discharge. 

No case has been considered a fair test of ex- 
pressed seminal fluid unless a sufficient quantity 
(c.cm. }-iii) of fluid resembling macroscopically the 
normal seminal fluid, has been obtained, and this 
under the microscope showed the usual appearances 
of seminal fluid without spermatozoa. 
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The fluid obtained in each case has, to the naked 
eye, resembled that usually obtained in the urine 
passed immediately after compression of the seminal 
vesicles and prostate but contains an unusual num- 
ber of fine, round, highly refractile bodies of minute 
but different sizes. There is apparently less seminal 
fluid obtainable in these cases than in normal in- 
dividuals. 

Repeated examinations have given the same 
results and specimens obtained in condom have 
verified the previous findings. The subjects have 
themselves noticed no change in size or consistency 
of the testes. Our examinations can give no evi- 
dence upon this point. 

Albers-Schoenberg’s’ report of experiments upon 
male rabbits and guinea-pigs, first called attention 
to this deleterious influence of Rdéntgen-ray 
exposure. He exposed five male rabbits and six 
guinea-pigs and made fourteen matings with un- 
exposed females for periods of ten days to six 
months, without a single litter being produced, 
although the male covered the female as frequently 
as the normal animal does. The exposures were of 
15 to 40 minutes duration, almost daily from four 


to twelve days, at different times allowing pauses - 


between periods of exposure of from seven days to 
four weeks. The shortest total exposure was 195 
minutes in sixty-nine days and the autopsy result 
in that animal showed oligo-spermia. 

Of the eight autopsied animals, this was the only 
one in which spermatozoa were demonstrable in 
the seminal vesicles or testes. All others showed 
absolute azoospermia with total exposure-time 
from 377 minutes upward. 

The lower limit of exposure-time (between 195 
and 377 minutes) for the production of azoospermia 
in rabbits and guinea-pigs was not determined, 
nor was the duration of this condition of azoosper- 
mia, whether temporary or permanent, made out, 
although both a rabbit and a guinea-pig during 
four and a half months after cessation of exposures 
failed to impregnate a female. 

Frieben? later reported the histological con- 
dition of the testes of these animals. 

Bergonie and Tribondeau’ exposed the testes of 
white rats to Réntgen rays and report similar 
effects. 

Philipp* reported the exposure of the testes of 
two men who recognized the danger of producing 
sterility. One of these cases (tuberculosis) was 
exposed daily for thirty days from 10 to 15 minutes 
with a medium-soft tube at adistanceof 10-15 cm. 
—total exposure 365 minutes. At the end of this 
time there was no apparent change in semen which 
’ contained many normal motile spermatozoa. Later, 


a resection of the vas deferens of each side was per- 
formed and six months later no spermatozoa were 
found in fluid withdrawn from epididymis. This 
demonstrated merely a marked resistance of these 
organs, in this case at least, to injurious action of 
the rays. 

The second case was treated for pruritus ani by 
X-ray exposure—soft tube—distance not given: 

January 12—17, 1904—ten minutes daily. 

January 19—28, 1904—ten minutes daily. 

January 31 1904—fifteen minutes. 

February1 1904—fifteen minutes. 
Total exposure time, 195 minutes. The patient 
then disappeared. After several months he had a 
slight recurrence of pruritus. Seven months later, 
examination of seminal fluid showed complete 
azoospermia. One examination only seems to have 
been made. 

Philipp says: “At all events, case 2 makes a 
greater sensitiveness of the human testis, than 
that of the rabbit, probable, because the latter, 
according to the experiments of Albers-Schoenberg, 
requires about double the exposure time to produce 
the same efiect—azoospermia (377 minutes as 
against 195 minutes). From this should emanate, 
however, a renewed warning for x-rayists not to 
proceed in association with the Réntgen rays too 
fearlessly, and to give more increased attention to 
the admonitions and protective measures of Albers- 
Schoenberg”’ (Fortschritte, Bd. vii, heft 3, p. 144). 

Doctor Boleslaw Lapowski reported at the Janu- 
ary 1905 meeting of the Section on Genito-Urinary 
Diseases of the New York Academy of Medicine 
the following. very instructive case. For the per- 
mission to publish this we wish to acknowledge 
our indebtedness to Dr. Lapowski. 

“Man, 29 years. Has had several attacks of 
gonorrhoea. The last one a year ago. Neither 
epididymis nor testis was involved. When 24 
years of age furunculosis in anal region and since 
that pruritus ani, chronic eczema, fistula in ano. 
Came for treatment of pruritus. Local remedies 
failed. I decided to use the x-rays. Knowing of 
Albers-Schoenberg’s experiments upon animals, I 
examined for spermatozoa before sending him for 
treatment. The semen was obtained per condom 
and examined 15 to 20 minutes after emission 
twice at two days’ interval. Each time many 
active spermatozoa were found. The patient then 
received two exposures within 8 days to x-rays of 
10 to 15 minutes each, distance 15 cm. from anode 
to anus. The scrotum was protected! After two 
exposures examined semen. The number of sper- 
matozoa was not diminished but they did not move 
—necrospermia. 
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“TI gave him 20 days’ rest but the patient in- 
sisted upon having more x-ray treatment since it 
had improved the pruritus. 

“He again received two treatments, 10 to 15 
minutes exposures, 15 cm. distance—in eight days. 

“The pruritus gone. Infiltration about anus ab- 
sorbed. Cracks healed. Fistula closed. 

“Two examinations of semen—each time ob- 
tained per condom and examined 15 to 30 minutes 
after emission—did not reveal any spermatozoa— 
azoospermia. No destruction of cells—no pig- 
mentation in cells. 

“Patient abstained from coitus for five months; 
at the end of the five months examination of semi- 
nal fluid revealed living spermatozoa in large num- 
bers. No visible change in the testes or epididymes.”’ 

“The view that the x-rays induce histological 
changes in the skin only, needs correction.’’s 

That the physical factors emanating from the 
x-ray tube are capable of affecting tissues beneath 
the skin without affecting the skin through which 
they pass, is now demonstrated not only by the 
foregoing reports but by many others. 

The position of the x-ray operator as he stands 
by the naked tube in radiographic and therapeutic 
work, and as he approaches close to the tube for 
fluoroscopic examinations, and to judge of the 
quality of his tube, exposes the lower half of his 
body, especially the pubic region, directly within 
the cone of the most powerful rays given off from 
the anticathode. 

“ Although the immediate effect of each exposure 
may be insignificant, the sum of these effects goes 


on accumulating,so that in the end we may get a. 


sudden and unexpected reaction.’”® 


For analogous effects upon other organs deep 
within the body, we have only to refer to the treat- 
ment of the spleen in leukemia as reported by Senn’ 
first, and recently elaborately reviewed by Krause,® 
and to the experiments of Heineke’ who says: 
“Upon inner organs as well, the rays produce 
anatomical changes which are entirely independent 
of the processes in the epidermis. These changes 
appear—apart from the disturbance of testicular 
function (Albers-Schoenberg)—to exclusively effect 
those organs which stand in relation with blood 
formation. They assert themselves in two ways: 
first, in the annihilation of the lymphoid tissue; 
secondly, in the destruction of the cells of the bone- 
marrow and splenic pulp.” 

In the production of the condition of azoosper- 
mia among the cases which we report, no other 
adequate etiological factor than the emanations 
from the active x-ray tube is apparent. Analogous 


effects have been produced in animals * * % * 
and in the human species. 

Histological reports upon the human testis after 
exposure to R6éntgen rays are lacking. The effects © 
produced upon these organs of the rabbit,’ guinea- 
pig,? and white rat,? show grossly, marked diminu- 
tion in size (often 4 to 4) and softening; micro- 
scopically the seminiferous tubules instead of being 
nearly filled with three or more layers of spermato- 
genic cells are lined by a single layer next to the 
basement membrane (Sertoli’s columns) and the 
lumen is empty or contains masses of cellular 
detritus or atrophied and degenerated cells. Sper- 
matogenetic cells are destroyed. 

No inflammatory evidences (Frieben) appear. 

The pathological change “consists in a degenera- 
tion of the specific epithelial cells through the in- 
fluence of the Réntgen rays” (Frieben). “Not a 
simple desquamation of the seminal epithelium 
followed by its expulsion but its cytologic and 
chemical transformation followed by resorption of 
its elements.” (Bergonie and Tribondeau.) 

In the histological examination of the ovaries of 
rabbits exposed to x-rays, Halberstaedter® found 
round spaces in place of Graafian follicles and in the 
center of these a homogeneous mass colored by 
eosin in which occasionally the remains of nuclei 
may be seen. 

He concludes from his experiments, that the 
ovaries are markedly more sensitive to x-rays 
than the skin, and that the ovaries of rabbits are 
much more sensitive than the testes in the male, 
since it requires shorter time and smaller amount. 
of x-ray exposure to produce functionless glands. 

Human spermatozoa in seminal fluid exposed for- 
30 minutes to x-rays presented no demonstrable: 
change in their form or their motility. >’ ¢ 

The vital question of prognosis is still in abeyance; 
and must remain so until evidence can be collected 
as to the recuperative power of these organs after 
months or years. It is reasonable to suppose that 
some of the spermatogenic cells have escaped this 
blighting influence in many cases where precau- 
tionary measures have been undertaken and in 
those whose exposures have not been protracted 
or frequently repeated. Moreover, we are not pre- 
pared to maintain that some have not escaped in 
spite of great exposure. 

The operator of Réntgen ray tubes should pro- 
tect himself by working behind a screen imperme- 
able to x-rays. He should expose himself only when 
absolutely necessary for examination of his tube 
and for the shortest possible time (see Heineke- 
Mitteil. a. d. Grenz. d. Med. und Chirurg. 1905). 
Such screening may be accomplished by many of 
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the tube-shields on the market. Some of these 
shields, however, are of little real value and give a 
false sense of security. 

The responsibility to guard against the injury 
of assistants, patients, spectators and others who 
may be exposed, rests upon the men whose business 
it is to understand as fully as possible the in- 
jurious as well as the beneficial effects of the force 
which we have all marvelled at during the ten years 
since Réntgen’s discovery put into the hands of 
the medical profession this great aid to our diagno- 
sis and gave impetus to the development of a 
valuable addition to our therapeutic measures. 

We want to give this warning to those who are 
employing or will make use of Réntgen rays: 
Repeated, prolonged exposures of the testes does 
produce sterility in the human being. Adequate 
protection to all parts of the body not directly 
exposed for examination or treatment should in- 
variably be provided. 
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A NEW METHOD OF PERFORMING APPEN- 
DICECTOMY. 
By C. W. StrrosBE 1, M. D., Rutland, Vt. 


Surcgon To RutLanp Hospitat. 


In abdominal surgery, and, more particularly, 
that relating to gastro-intestinal work, strenuous 
efforts have been making, for years, to dispense 
with sutures, ligatures, and knots, within the peri- 
toneal cavity. As a result, we have, as the nearest 
approach to the ideal, the “Murphy button,” and 
the Connell “knot within the lumen”’ suture. 


As the result of much serious labor, expended 
upon the development of an ideal appendicectomy, 
three or four methods stand out in prominent relief, 
but all of them require ligation and ablation of the 
meso-appendix, and the use of ligatures and sutures 
in various ways in the final treatment of the stump 
and of the site of incision. 

Dr. Howard A. Kelly, in his recent and admirable 
work on Appendicitis, describes his perfected 
operation, which, while providing a sterile stump, 
affords very little else of value, not already known. 
The method is a beautiful and most ingenious com- 
bination of all the best technics. After the usual 
ligation and section of the mesentery, Kelly grasps 


Line of incision through peritoneal coat—a, b. 


the distal portion of the appendix with a pair of 
forceps, and the base with a specially constructed 
powerful compression clamp, requiring a force 
of from 25 to 4o lbs. to apply, and of about 60 lbs. 
to free it. The appendix is divided between these 
two forceps with the Paquelin cautery. The stump 
is then baked by passing the cautery point back 
and forth along a groove in the forceps, for from 
40 to 60 seconds. The result is a firm sterile 
stump, which is then depressed into the cecum, 
and held there by a purse-string suture, supple- 
mented, if necessary, by a few Lembert sutures. 
The “clamp” feature has much in common with 
the electric compression method of Skene and 
Downes. 
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It is fair to assume that the method of Kelly 
marked the farthest advance, but it leaves much to 
bedesired. Tomy mind therequirements of an ideal 
appendicectomy are: To ligate nothing; to suture 
nothing; to remove nothing but actually diseased 
tissue; to eliminate entirely the possibility of post- 
operative hemorrhage; and to conduct a bloodless 
operation in a fuller sense than the term is now 
applied. 

The problem has engaged my attention for some 
time. In its solution, which I here present, all of 
the above requirements are fully satisfied. 


Enucleation of the appendix. 


It is of course understood that all ideal operations 
require ideal conditions, for their most brilliant 
accomplishment, and that modifications must be 
made to meet modified conditions. It is not ex- 
pected that my new operation will meet the re- 
quirements of more than 75 per cent. of the cases. 

The various steps are as follows: Tentatively, 
the muscle-splitting section, after McBurney, is 
always employed, the peritoneal opening not to 
exceed three-fourths of an inch if possible. Through 

, this small opening I introduce the beak of a short 
hysterectomy clamp, and grasp, very gently, a 
portion of the cecum and draw it upward, and 
through the opening, sufficiently far to seize it with 
fingers. The longitudinal band is readily found, 
and the appendix, if free, is easily brought through 
the opening. 

At no time should there be more than a square 
inch of intestine in sight. The appendix is now 

put upon the stretch, and a longitudinal incision 

is made through the peritoneal coat, opposite the 


attachment of the mesentery, beginning at the base 
and terminating at the tip. (Fig. 1.) This part 
of the operation is practically bloodless, as the in- 
cision traverses a “bloodless zone.”” Two Kelly’s 


hemostatic forceps, being especially adapted, are 
now made to grasp the edges of the divided peri- 
toneal coat, near the tip, while athird forceps grasps 
the head of the appendix and readily enucleates 
it from its bed, down to its base, with the aid of a 
(Fig. 2.) 


scalpel or the gauze-covered finger. 


ay 
~ 


Fie. 3. 


Enucleation completed. Appendix clamped. Amputate at c. 


(I have performed this stripping process experi- 
mentally, many times, upon isolated appendices, 
and I have convinced myself that it is easy.) 

The next step is amputation of the appendix, 
one centimeter from the cecum. This stump 
should be ample. In doing this I proceed to clamp 
just above the proposed line of amputation; while 
just below it I grasp the walls, on opposite sides, 
with forceps. This insures control of the contents 


not only of the removed portion, but also of the 
stump, which is important in the subsequent steps. 
(Fig. 3.) 

The appendix removed, I next assure myself of 
the permeability of the lumen of the stump; then 
cauterize with pure carbolic acid, and contro! with 
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alcohol. The stump is now dilated, very gently, introduce, through the canal of the stump, into the 
to its fullextent. (Fig. 4.) lumen of the cecum, just at, and parallel with, the 
base of the stump, a small oval ring or band of 
metal, (preferably of aluminum) of suitable size. 
(Fig. 5.) 

The thumb and index finger are now made to 
compress the walls of the cecum, over the site of 
the ring, thus steadying it, while with a mosquito 
forceps, the cut edges of the stump are inverted 
through the lumen of the ring, and into the cecum; 
firm compression of the ring is then made with the 
thumb and index finger, withdrawing meanwhile 
the inverting forceps. (Fig. 6.) 

All that now remains to be done, is to further 
compress the ring, which is accomplished with flat, 
smooth-faced compression forceps. (Fig. 7.) 

This completes the operation. 


Long Diam: 


Trans. Diam: 


Dilatation of lumen of appendix stump. 


I now proceed with the most important part of 
this operation, which is, as far as I can learn in the 


Inversion of stump of appendix into lumen of metallic ring which is 
held and compressed between left thumb and index finger. 


No reinforcing stitches are necessary; the ring 
will hold the tissues without them. The cut edges 
of the peritoneal coat of the appendix are folded in 
upon themselves, and may thereafter be disre- , 
garded. Nothing more is required but to drop the 
cecum back into the peritoneal cavity, after com- 
pleting the toilet, and to close the abdominal in- 
cision. (Fig. 8.) 

There are thus no bleeding, no sutures, no liga- 
tures; no danger of secondary hemorrhage, or 


Placing metal ring within lumen of cecum. sepsis from possibly infected suture or ligature 
material! 
literature, an entire innovation, and it is upon this The ring or band should be oval, not over one 


principally, that my claim of originality rests. I centimeter in its longitudinal diameter. It may be 
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of any metal, but the ductility and lightness of 
aluminum make it especially adaptable. The in- 
side of the ring should be roughened with a graver, 
in one direction, to faciltate the withdrawal of the 
inverting forceps. The ring falls off and makes its 
exit from the bowels in about one week. 


Clamping completed with smooth-faced compression forceps. 


It is so insignificant in size, that it need not be 
watched for. It must become incorporated with 


$22 


the fecal content of the cecum and be discharged 
in due time. 


As to the meso-appendix, it is also perfectly safe 
to say that within twenty-four hours after the 
operation the flaps of the peritoneal coat of the 
appendix will have sealed the site of inversion; 
and the more readily so since its circulation has 
been left intact. The method makes it unnecessary, 
in a large class of cases, to free the adherent and 
contracted meso-appendix, as these adhesions can 
be freely and safely left, after the appendix is 
shelled out. 

Five weeks ago I performed appendicectomy 
after this new method, with an ideal result, the 
patient leaving the hospital on the twelfth day. 


PARAFFIN IN SURGERY. 
A CRITICAL AND CLINICAL STUDY. 


By H. Luckett, M. D., 

Attending Surgeon, Harlem Hospital; 
Attending Surgeon, Mount Sinai Hospital Dispensary; 

and 
Frank I. Horn, M. D., 
Assistant Attending Surgeon,- 

Mount Sinai Hospital Dispensary. 

NEW YORK. 


History and literature. 

Disposition of the paraffin in the tissues; authors’ 
experiments and deductions. 

Preparation of the paraffin mixtures. 

Technic of the operation; instruments. 

Causes of failure. Dangers. 

Illustrated reports of authors’ cases. 

Conclusions. 


When five years ago Gersuny published 
his article ‘‘Subcutane Prosthese,’’ (1) 
the Paraffin idea was greeted as a revelation. 
His own cases, as well as the broad field of indica- 
tions and possible usefulness mentioned and sug- 
gested by him, opened up a large prospective for 
the procedure and the subject was taken up by 
the profession with startling rapidity. 

The basis of Gersuny’s experiments was as fol- 
lows: If melted vaselin is injected into the soft 
tissues of the human body, the embedded mass 
after hardening apparently remains unchanged 
and stays where it has been deposited. He came 
to that conclusion years before, when engaged in 
certain therapeutic experiments, without paying 
much attention to the fact at the time. If the 
agent employed by him was a new one, the idea 
itself certainly was not; for as far back as 1891 
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our own Corning (2) suggested the introduction 
and subsequent refrigeration of solidifying oil into 
the subcutaneous tissue in order to bring about the 
occlusion of bloodvessels. Like so many sugges- 
tions, however, which have gone astray only to be 
brought to life again after awhile by some other 
observer, Corning’s method passed silently away 
and it is now by Gersuny’s recent efforts that 
universal attention has been called to the merits 
of Corning’s experiments. é 

The indications suggested origin- 
ally by Gersuny are manifold— 
upon close scrutiny, however, one is able to divide 
them into two classes: First, functional; and 
second, cosmetic improvements. The first em- 
braces intervention in cases of paralysis of the soft 
palate, of insufficiency of the anal and vesical 
sphincters, of hernia, of prolapsus uteri; for the 
prevention of ankylosis after resection, the support 
of an artificial anus, of varicose veins, etc. 

The second class includes injections after re- 
moval of testicles or mamme, for depressed, dis- 
figuring cicatrices, to fill wp bone scars such as 
occur after operation for osteomyelitis, etc., per- 
haps also for filling brain defects—and finally in- 
jections in cases of saddle-nose deformity, from 
fracture or loss of septum by disease. 

As to the first class our 

experience covers cases 
of umbilical hernia, and insufficiency of the vesical 
sphincter. Results as to the other indications 
as far asthey are published seem to be encouraging. 
Under the second class our experience includes 
cases of depressed bone scar, or depressed scars of 
the soft tissues, saddle-nose deformity and de- 
formity following resection of the jaw. A few 
illustrative cases under each class will be reported. 
The first question that 
naturally arises is, 
What becomes of the 
paraffin after it is em- 
bedded in live tissue? There is one point on which 
all authors agree—which is that soon after the in- 
jection of the paraffin a traumatic inflammatory 
reaction takes place, produced by the heat of the 
paraffin and the tearing, stretching or forcing apart 
of the various tissue fibres, leading eventually to 
the formation of connective tissue, resulting, as 
in the case of any foreign body, in an attempted 
encapsulation of the injected material, assuming, 
of course, that we are dealing with a sterile agent. 

From this point on the opinions vary so greatly 
that controversy arose—the development of which 
_ we shall briefly outline, and add.our own views. 

The first bone of contention was presented by 


INDICATIONS: 


PERSONAL EXPERIENCE: 


IMMEDIATE AND ULTIMATE 
DISPOSITION OF THE PARAF- 
FIN IN THE TISSUES: 


Pfannenstiel (3), who injected paraffin in a case of 
incontinence of urine, the amount deposited being 
33 c.c. Embolus of the lungs resulted and the 
woman died. Then Meyer (4) came out with thestate- 
ment that according to his researches (experiments 
on rats) it is probable that paraffin is slowly ab- 
sorbed; hence the possible danger of an obstruction 
of the lymphatics if the paraffin is injected in large 
quantities (*). Endorsement of this theory came 
from Jukoff (5), who says, in part: “The small 
paraffin globuli, broken off from the injected mass 
by muscular contraction, travel and stimulate 
connective tissue and cell proliferation of the 
adjoining tissues in their way. They thus get 
grown through like a sponge and are formed into 
a meshwork. Progressively smaller and smaller 
particles of the proliferating connective tissue are 
thus isolated, and finally, after a long time, the 
foreign body is transformed into a sort of emul- 
sion ready to be absorbed by the lymphatics.”’ 

Gersuny’s (6) views are entirely different—he ob- 
jects strenuously to the idea of the traveling paraf- 
fin globuli. Hesays: “A few hours after injection 
the conditions are entirely changed. A small 
cell infiltration sets in; soon the vaselin, like any 
foreign body, is encapsulated, and the traveling 
of paraffin globuli cannot occur unless that cap- 
sule is destroyed; microscopically, the specimen 
taken from an injected area resembles an inflamed 
lipoma: 7.e., shows strongly refracting lumps of 
varying size embedded in small cell infiltrated 
stroma.” 

In the meantime Moskiewitz (7), Gersuny’s 
assistant, was detailed to study the question 
thoroughly, and a little later he came to the follow- 
ing conclusion: ‘‘Like every foreign body, paraf- 
fin stimulates the connective tissue cells. The 
granulation areas thus produced invade the 
paraffin as they would an implanted sponge; 
progressively smaller vaselin particles are thus 
broken off from the original deposit; the pillars 
of the meshwork consisting of granulation cells 
are slowly converted into connective tissue. 
Specimens taken from the ear of a rabbit three 
months after an injection show a firmly coherent, 
central vaselin mass, well encapsulated in con- 
nective tissue.” He further says that if the in- 
jected vaselin is left undisturbed for a time and 
protected from muscular contractions or pressure 
from outside, it gets firmly encapsulated and should 
be well able to withstand absorption. An entirely 
new light was thrown upon the question by Eck- 


*Meyer injected paraffin into rats. The animals were then digested 
in a concentrated alcoholic solution of potassium hydroxid at 70° to 


80° C., and the paraffin extracted in an exceedingly complicated man- . 


ner. In one case he recovered 79.29 per cent. of the original amount 
after 38 days; in another, 42.08 per cent. after 58 days. 
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stein (8). Thus far, only vaselin or paraffin of a 
melting-point from 92° to 100° F. had been spoken 
of. Eckstein thought that the reported accidents 
were attributable to the softness of the material, 
and therefore he proposed to use paraffin with a 
melting point far above the normal bodily tempera- 
ture—i.e., at 130° to 135° F. He implanted 
chunks of hard paraffin of various melting points 
into the back and underneath the forehead of rab- 
bits to find out particulars about the absorption of 
the paraffin. And from the fact. that the pieces 
of high melting point after three months did not 
lose, appreciably, any of their defined weight, 
while those of a lower melting point showed losses, 
he tried to draw conclusions as to the final dis- 
position of the hard and soft paraffin, respectively. 

In all cases he found the paraffin enclosed in 
a capsule of connective tissue, the formation of 
which begins in the first few days. The capsule, 
if a few weeks or months old, is easily peeled off 
as a whole and shows on its inner surface a uniform, 
shining surface, nowhere accrescent to the paraffin. 
Microscopically, the capsule consists almost ex- 
clusively of connective tissue fibres poor in nuclei. 
The central parts of the capsule adjacent to the 
paraffin show hardly any bloodvessels, thus com- 
pleting the resemblance to the histological picture 
of a scar. These findings lead him to the con- 
clusion that, contrary to the vaselin or paraffin 
of very low melting point—which according to 
Gersuny is permeated by the proliferant connec- 
tive tissue and subdivided in meshes of connective 
tissue in the shape of single, shining globuli of 
small proportions, perhaps apt to be absorbed— 
paraffin of high melting point will never yield to 
absorption. 

Leiser (9) records about the same time another 
accident. He injected paraffin in a case of saddle- 
nose, and amaurosis followed through thrombosis 
of the ophthalmic vein; while Luxenburger (10) 
reports two cases of facial hemiatrophy in which 
injections of paraffin gave good cosmetic results 
without the least disturbance being noted. 

The split between the authors is now com- 
plete and the arguments manifold, according as 
whether hard or soft paraffin is used. Gersuny, 
Moskiewitz, Wasserman (11), Karewsky (12) and 
others are using vaselin or soft paraffin of a melt- 
ing point up to about 100° F. 

Karewsky reports excellent results after using 
paraffin in cases of prolapsus ani in children. He 
achieved perfect success in seven cases out of a 
total of eight. Wasserman reports five cases of 
saddle-nose deformity. In one, a case of congenital 
deformity, the skin was so adherent that although 


only 24 c.c. had been used, sloughing resulted and 
was followed by gangrene and entire loss of the soft 
tissues. An ultimate skin-grafting resulted satis- 
factorily. His other cases gave perfect results. 
He used pure soft vaselin. 

Kofman (13) also had good results with paraffin 
melting at about 100° F. In one of his saddle- 
nose cases the patient contracted, six months later, 
an erysipelas of the face which passed by without 
in any way disturbing the shape of the nose. 

Eckstein and his followers, notably French and 
Belgian authors, cling to hard paraffin. The field 
of indications is also notably widening. Alt (13) 
took up the injections for filling up grooves remain- 
ing after mastoid operations; and also to repair 
contorted or softened ears following perichondritis. 
Frey (14) had good results in similar cases. Brock- 
art (15) sees a good field in paraffin injections in 
various diseases of the upper respiratory passages. 
Cases of atrophy of the nasal mucous membrane 
should be amenable to treatment. Some authors, 
as Brindel (16), Delie (17), and Lake (18) report 
good results in that direction. They inject the 
paraffin underneath the mucous membrane of the 
lower and middle turbinates and claim that the 
narrowing of the two large nasal cavities does 
away with the formation of dry scales, scabs, etc., 
and the exsiccation of the pharynx. It is even 
alleged that after the injection of the paraffin (into 
the nasal sub-mucous tissue) the bad odor of ozena 
rapidly disappears. Burneister (19) implanted 
a solid paraffin chunk of about 125° F. melting 
point in the place of an excised tubercular testicle, 
and obtained healing without the slightest re- 
action. 

The year of 1903 is particularly rich in publi- 
cations on this subject. The question is now in its 
third years and experiences are reported from all 
sections of the world. The controversy proper, 
however, has narrowed down and now lies practi- 
cally between Vienna and Berlin. Gersuny and his 
followers, notably Moskiewitz and Stein, see no 
reason for abandoning the soft paraffin, while 
Eckstein and his pupils advocate with equal fervor 
the use of the hard variety, or paraffin with a high 
melting-point. Both sides exert the most feverish 
activity, and it is undoubtedly due to this rivalry 
that so many authors have contributed to the 
clearing up of the matter. 

Moskiewitz (20) has found, after three years 
experiments, that the histological picture of the 
excised specimens depends to a certain extent on 
the clinical symptoms after the injection. If the 
incorporation of the paraffin was not followed by a 
local reddening and swelling, the sections show a 
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lesser degree of reaction. In these cases he finds a 
central, larger, irregular space stuffed with paraffin, 
surrounded by numerous small, round, more or less 
sharply defined spaces, in size diminishing toward 
the periphery. The small cell infiltration is slight; 
giant cells are not present. The vaselin presents 
itself in the shape of finest needles. In spots of 
larger dimensions the crystals are conglomerate 
in nidi of oval shape, which are interlocked by a 
nest of finest detritus; a few multinuclear leucocy- 
tes are visible, irregularly scattered. So the vaselin 
does not form one compact mass, but is broken up. 
The interspaces are filled out with serum. From 
the walls of the larger spaces small pillars pene- 
trate into the vaselin—probably rents of the ‘con- 
nective tissue torn off at the time of the injection. 
The occurrence of new growths of, and growing 
through of, connective tissue are questions which 
Moskiewitz refrains from answering at this time. 
Entirely different is the picture if the paraffin was in- 
jected into scar téssue—signs of strong reaction 
prevail. The small cell infiltration is more marked, 
the proliferation of connective tissue cells in the 
vicinity of the paraffin is very pronounced. Giant 
cells show in great number, which is always the 
histologic manifestation of strong reaction. He 
had two accidents in the meantime. In two 
cases of descensus uteri 30 c.c. to 60 c.c. of vaselin 
were injected beneath the vaginal mucous mem- 
brane and in the parametria. Emboli of the lungs 
followed in both instances, though the cases ulti- 
mately recovered. He also reports two very in- 
teresting cases of fungous gonitis in which, after 
excision of the capsule, paraffin was deposited to 
prevent ankylosis. In the first case 100 c.c. were 
poured between the ends of the bones. The paraf- 
fin healed in without reaction and the knee was 
afterwards perfectly useful. 

Another favorable case to show the disposition 
of the paraffin was published by Wenzel (21). 
He made an attempt to occlude a laparocele by 
injection of paraffin, which failed. One year later 
a radical operation was performed, with excision 
of a portion of the hernial sac, which contained 
paraffin deposits from his previous intervention. 
Each deposit was firmly surrounded by a con- 
nective tissue capsule. No trace of permeating 
tissue fibres was visible. He concluded that the 
organization theory is unfounded. Wendel (22) 
is of the same opinion. A very valuable article by 
Hertel (23) adds more light to the solution of the 
problem. His researches were directed to finding 
out the stability of the various preparations used. 
He was studying the question of replacing the 


and this led him to institute three different series of 
experiments. In series No. 1, injections were 
made with unguentum paraffin melting at about 
100° F. (It may be mentioned, incidentally, that 
he lost two animals of this series through emboli of 
the lungs). In series No. 2, chunks of hard paraffin 
melting at about 155° F. were implanted. In 
some cases where inflammation set in the paraffin 
was evacuated. Series No. 3 consisted of injections 
of paraffin with a melting point ranging from 130° F. 
to 155° F. The specimens were removed twelve 
to fifteen months after implantation, and micro- 
scopically he found: Series No. 1—distinct marks 
of inflammation around the paraffin, conglomera- 
tion of round cells associated with proliferation of 
the connective tissue cells, and connective tissue 
fibres permeating into the paraffin, which thus was 
divided into numerous small net holes of varying 
shape. Series No. 3—Capsule around the paraffin 
consisting essentially of new connective tissue 
fibres. Some proliferation and fine tissue fibres 
permeating the mass. The inner surface of the 
capsule revealing in spots small elevations, zones 
rich in nuclei, where arise tiny filaments penetrat- 
ing sometimes far into the paraffin mass. Series 
No. 2—practically the same as No. 3, though much 
less in evidence. His deductions are so interesting 
that we deem it necessary to dwell upon them in a 
detailed manner. 

Hertel. thinks that these differing results lie with 
the differing distribution of the paraffin with regard 
to the tissue. He refers to Leber’s experiments, 
proving that the irritative effects of foreign bodies 
upon the tissues are augmented if they are more 
finely divided. The larger the surface they come 
in contact with the more intense the irritative 
effects. So we noite the most powerful irritative 
effect in Series No. 1, where the distribution of the 
paraffin is most irregular and widespreading; while 
in Series No. 2, where solid chunks with smooth 
surfaces were used, the reaction is mildest. An 
additional point may be found in the initiative 
irritation, which certainly must have been greater 
in Series 1 and 3, because of the temperature of the 
injected paraffin solution. Still another factor 
to be reckoned with is the different chemical com- 
position of the paraffin used in the three series. 
The paraffin is no homogenous body; it is a pro- 
duct of distilled brown coal-tar. The richer in 
coal elements the higher the melting point. It is 
obvious that this manifest chemical variation in the 
paraffin used plays its part in the degree of the 
irritation produced. A final point to be considered 
is that the solubility of the paraffin has alse some 
influence upon the amount of irritation, which must 
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be greater in the higher melting point paraffin 
than with those poorer in coal elements. It is a 
known fact that the middle members of the paraffin 
group are rather easily soluble in alcohol and ether, 
while the paraffins of high melting point are hardly 
soluble. Hertel concludes that there is a new 
growth of connective tissue going on which ulti- 
mately leads to the resorption of the paraffin. The 
harder the paraffin the more protracted the ab- 
sorption process. 

Eckstein (25), while paying due respect to the 
thorough investigations of Hertel, does not share 
the conclusions drawn therefrom. The description 
of Hertel’s specimens suggests to him quite a dif- 
ferent point of view. If hard paraffin is injected 
while in a liquid state it is well able to encircle and 
imbed solitary pre-existing connective tissue fibres. 
If such a specimen is examined later, it naturally 
produces the impression that the connective tissue 
fibres had ultimately grown into the paraffin. This 
seems to be confirmed by the fact that Hertel found 
these fibres scarcely dispersed in those cases where 
hard chunks of paraffin (Series No. 2) had been 
implanted. The explanation of their presence at 
all, Eckstein says, may rest with the impossibility 
of cutting and adapting paraffin chunks without 
inflicting slight bruises and crevices on their sur- 
faces, which depressions afford spaces into which 
the connective tissue fibres, produced by the ir- 
ritation around the paraffin, tend to enter and 
fill, As to his own observations, Eckstein asserts 
that vaselin, as used by Gersuny and his assistants, 
is not stable. He describes the case of a physician 
whose saddle-nose was injected with paraffin of 
105° F, The paraffin, one year after injection, 
slipped and settled in knots on both sides of the 
nose. The patient tried to massage them away 
and was so successful that one year later, when he 
presented himself, no trace of the injected mass 
existed—which points either to absorption or 
traveling, or to both. Klein (26) after careful 
investigations of specimens injected two years 
previously comes to the conclusion that connective 
tissue grows through soft paraffin but the paraffin 
is not absorbed. It gains in due time the con- 
sistency of normal body tissue. Hard paraffin 
however, is encapsulated. No growing-through 
occurs, but it stays within the capsule undisturbed. 

Our own literature is rather poor on the subject 
of the disposition of the paraffin. Most of the 
articles concerning paraffin injections—and they 
are too numerous to refer to—deal only with the 
technic of the operation, reports of cases, etc. 
Innumerable cases have been reported before 


Societies, etc., that have never been published. 
(To be Continued.) 


A NEW X-RAY TUBE STAND; A NEW X-RAY 
TABLE. 
By Wa ter M. Brickner, M.D., 
NEW YORK. 


These apparatus were designed to overcome the 
mechanical defects and the many limitations of the 
appliances generally in use. 

The Tube Stand is made of maple wood. The 
flat triangular base, mounted on ball-bearing 
castors, is light enough to shift easily, yet large 
enough to prevent tipping over of the stand even 
when a heavy tube-shield is placed at the end of the 
tube arm. The five and one-half foot rectangular 


Fic. 1, 
X-Ray Tube Stand. 


upright, graduated in inches, is hollow to accomo- 
date a rectangular lead weight which, by means of 
a cord moving over a pulley at the top of the stand, 
accurately balances, and makes easy the movement 
of, the block that slides up and down on the up- 
right. This block moves upon wooden rollers 
(fitting into grooves in the upright) and bears also 
a rubber friction wheel, which not only steadies it 
in position upon the upright but, by means of an 
attached wooden handle, also permits fine adjust- 
ment of the block at any level. A second rubber 
friction wheel and handle steady and adjust the 
graduated horizontal arm that moves back and 
forth in the block. Two openings in the block, 
bearing indicators, permit exact readings of the 
vertical and horizontal scales. Also mounted on 
the block are two jointed wooden arms, capable of 
universal adjustment, for the support and separa- 
tion of the wires running from the coil to the tube. 


- 
q 
| 
4 
: 
| 
T 
: 
is 
e 
e 


200. BRICKNER—-X-RAY TABLE. 


APRIL, 1905 


The latter is held on a jointed rod and clamp, 
articulating on an upright at the end of the hori- 
zontal arm. Adjustment of the tube in every 
plane is very easy. 
The manufacturers of this stand have recently 
modified the sliding block by employing a friction 
wheel at each side (as described below with the x- 
tay table). This makes it possible to reverse the 
horizontal arm (graduated on both sides) and turn 
the stand so that it can be used from-either side, 
right or left, with the adjusting wheels and scales 
always toward the operator. 
The advantages of the stand are that it permits 
of the adjustment of the tube at any angle and at 
any level from the floor up to a height of six feet, 
and therefore equally well under and over an ex- 
amining table; that fine adjustment is easy even 
while the tube is in operation, that it is well adopted 
to stereoscopic radiography; and that, being of 
wood, it does not conduct sparks from the wires. 
The X-Ray Table is built of a framework of 
quartered oak, 25 inches wide and 294 inches high. 
Including the castors the table has a height from 
the floor of 32 inches. The top of the table consists 
of a fixed portion, 42 inches long, and an adjustable 
portion, 30 inches long. The framework here is 
14 inches wide, thus leaving a space in each portion 
of the top 22 inches wide for firmly fastened slabs 
of fibre. This fibre is quite transparent to the 
x-rays and yet does not yield under the weight of 
even very heavy patients. 
_ The surface of both the fibre slabs is marked off 
in small squares by lines corresponding with the 
inch marks of scales fastened on all four sides of the 
fibre. Under the larger section of the table top, 
slides a wooden shelf bearing scales at its sides 
exactly corresponding with the scales above. The 
shelf is marked off by crosslines corresponding with 
those on the fibre, and at each crossing the shelf is 
perforated by round apertures for the insertion of 
buttons to hold an x-ray plate in position. Whenthe 
shelf is pushed in and clamped the plate is in direct 
contact with the under surface of the fibre. By this 
device a plate can be inserted in just the place 
under the patient desired, without lifting him, 
and a second plate can be put in exactly the same 
position as the first, while the patient remains un- 
moved, thus fulfilling, with the adjustment of the 
tube-holder described below, the conditions of 
stereoscopic radiography. The shelf can be lifted 
out of the table entirely, and the similar plate shelf 
under the adjustable portion of the table is hinged 
so that it can be dropped out of the way for fluoro- 
scopic examination of a patient with the tube under 
the table. 


It will be seen in the illustrations that ample 
space for the movement of the tube under the table 
is provided for by the arrangement of the table 
legs and their supporting bar, and of the support 
of the adjustable segment of the table top. This 
segment is attached to the fixed portion by a hinge 
of fibre so constructed that the movable directly 
abuts against the stationary part, in all its adjust- 
ments from the lowermost (shown in figure two, 
table closed) up to the vertical position. This is 
chiefly of importance, however, when the table is 
opened out horizontally. In this position the 
table has a total length of six feet. The length of 
the adjustable portion is calculated to accomodate 
comfortably a patient sitting upright, or semi- 
recumbent, for fluoroscopy of the trunk, etc. 


Fic. 2. 
X-Ray Table—Closed. 


The castors are ball-bearing and the table is 
easily shifted. At its foot, however, is an arresting 
device, the width of the table, which, by the move- 
ment of a lever, lifts the castors at the foot from the 
floor and thus prevents the table from rolling. 
The lever works easily even with a heavy patient 
on the table. 

Attached to the further side of the table, and 
movable along its length, is a modification of the 
tube stand above described. The graduated up- 
right carries two adjustable blocks—one above, 
and the other below, the level of the table top—and 
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the graduated tube-bearing horizontal arm may 
be slipped into either block. Two rubber friction 
wheels on each of these blocks grip the upright, 
thus dispensing with the counterweight. 

The upright revolves, near its middle, in a broad, 


X-Ray Table—opened. Showing plate shelf. 


wide block that can be easily slidon a similarly wide 
track (near the top of the table)—consisting of an 
oak piece the length of the stationary portion of the 
table, finished on its upper and lower surface with 
molded strips of brass. The block bears correspond- 


Fic. 4. 
X-Ray Table. Arranged for fluoroscopy of chest with patient sitting 


upright. Plate shelf removed. T: stand track extended. 


ing brass surfaces. The entire track can be ex- 
tended to the full length of the opened table, on a 
wide secondary brass-trimmed track hidden within 
and fixed to the side of the table. Upon the ex- 
tended track the tube stand can be rotated behind 


the adjustable section of the table, when elevated 
for examination of the chest, neck, etc. Three 
metal set-screws fasten, respectively, the upright 
of the tube stand at any angle of rotation in the 
sliding block, the block at any point along the outer 
track, and the outer track at any point on the 
inner track. At no position of the tube holder, or 
of the table itself is there any unsteadiness or 
shaking of one part upon another. 

These apparatus are manufactured by the Wap- 
pler Electric Controller Co., New York, to whom 
the writer is indebted for many valuable suggestions 
in their construction. 


CHRONIC CONSTIPATION DUE TO INVAGI- 
NATION OF THE SIGMOID INTO THE 
RECTUM AND ITS SURGICAL 
TREATMENT.* 


By SamueEt G. Gant, M.D., LL.D., 
NEW YORK. 


Professor of Rectal and'Anal Surgery, New York 
Post-Graduate Medical School and Hospital, etc. 


Chronic invagination of the sigmoid colon and 
upper rectum into the ampulla causing constipation 
and intestinal catarrh occurs far more frequently 
than is generally supposed. This form of invagina- 
tion occurs usually in adults and in the writer’s 
experience is more frequent in women than in men. 
It is designated chronic invagination in contra- 
distinction to the acutely obstructive intussuscep- 
tion which occurs commonly in children, is sudden 
in onset and produces such alarming symptoms. 

Chronic invagination of the colon and upper 
rectum into the lower may be due to an abnormally 
long sigmoid or an elongated mesentery, or may be 
caused by any condition which excites frequent 
stools, induces straining or is conducive to relaxa- 
tion and dragging down of the pelvic portion of the 
bowel. 

The earliest marked symptom of this condition 
is imperfect and unsatisfactory actions. No matter 
what the quantity or consistence of the feces there 
is difficulty in their expulsion; and defecation is 
followed by an unrelieved feeling as if the bowel 
had not been thoroughly emptied, due to the pres- 
ence of the invaginated colon in the rectum ex- 
citing further straining and tenesmus; and the 
patient complains of discomfort and a dragging 
down sensation in the bowel. As a result of the 
prolonged irritation, a catarrhal inflammation and 
superfical ulceration of the sigmoideal and rectal 
mucosa is soon produced and this is manifested by 

*Read before the East Side?Physicians ‘Association Marchr7th, 1905 
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the discharge of mucus which may be mixed with 
blood and pus. 

As a result of the invagination the feces are re- 
tained in the upper sigmoid, and the mucosa being 
denuded of epithelia by the catarrhal inflammation, 
the toxins and pathogenic bacteria, which are pro- 
bably increased, find their way into the general 
circulation, giving rise to the marked clinical mani- 
festations of auto-intoxication or infection of 
intestinal origin. The most prominent of these 
symptoms of intestinal auto-intoxication or in- 
fection are anemia, furred tongue, unhealthy com- 
plexion, loss of memory, poor appetite, malaise, 
disturbed and unfreshing sleep, frequent headaches, 
and extreme nervousness and inability for work or 
mental concentration. 

The diagnosis of chronic invagination of the 
sigmoid in not difficult but is frequently overlooked 
by those who are inexperienced in these cases or 
not prepared to make the proper examination. 

When a patient complains of constipation, tre- 
quent discharges of mucus, a dragging down sensa- 
tion in the bowel, an unrelieved feeling after stool 
and perhaps presents symptoms of auto-intoxica- 
tion, the physician should suspect chronic invagina- 
tion of the sigmoid and should proceed to make a 
careful digital and proctoscopic examination. By 
digital examination, if invagination occurs when 
the patient strains, one may feel the invaginating 
sigmoid roll down into and fill up the ampulla of the 
rectum while the walls of the latter remain in their 
normal position. With the patient in the Sims 
position, by means of the proctoscope and a proper 
light, the rolling down of the colon and the in- 
flamed and denuded condition of its mucosa may 
be easily observed and frequently strings of mucus 
may be seen projecting through the central opening 
of the invaginated bowel. In this position the 
patient feels that there is something in the rectum 
which should be expelled and it is almost impossible 
to introduce the sigmoidoscope. If he is now 
placed in the knee-chest posture the sigmoidoscope 
introduced and the bowel inflated, which returns 
the sigmoid to its proper relations, there occurs a 
sense of relief as the mass is lifted up out of the 
rectum. After thorough inflation the redness and 
inflammation of the mucosa do not appear so 
marked, because of the anemia and smoothing out 
of the membrane produced by the pressure of the 
contained air, but the collections of mucus and 
ulcerated points are still clearly seen. 

In rare cases this class of sufferers may be relieved 
_ by increasing the tonicity of the intestinal muscu- 
lature and pelvic structures by massage, mechani- 
cal vibration, and electricity and treatment of the 


catarrhal inflammation by means of topical appli- 
cations, sprays, and irrigations. 

The surest and quickest method of obtaining a 
cure, however, is to resort to the surgical procedure, 
colopexy. The writer has performed colopexy 
for the relief of invagination and prolapsus, twenty- 
five times and in a majority of these cases the re- 
sults obtained were most satisfactory. The opera- 
tion can be performed in from ten to fifteen minutes 
with but little if any shock, and in the writer's ex- 
perience it has never resulted fatally. 

The abdomen may be entered through an incision 
three inches long made in the median line, through 
the left rectus muscle, or midway between the 
linea alba and the anterior superior iliac spine, 
the upper angle of the incision being below a 
transverse line through the umbilicus. The sig- 
moid colon is located and drawn up out of the 
pelvis until it is taut. The surface of the gut is 
then scarified over an area about two inches in 
length. From three to five silk or fine chromicized 
catgut sutures are passed through the entire thick- 
ness of the abdominal wall on one side of the in- 
cision, then include a broad bite of the muscula- 
ture of the bowel beneath a longitudinal muscular 
band, and are brought out through the abdominal 
wall on the other side of the cut. The fascia and 
muscles are brought together by dec» sutures of 
fine chromicized gut and the skin by a continuous, 
subcutaneous, plain catgut suture. The sutures 
through the sigmoid are now tied, thus suspending 
it to the abdominal wall. 

Formerly the gut was always brought into con- 
tact with the parietal peritonem but in some in- 
stances a ligamentous like cord formed and allowed 
the gut to drop back. In order to obviate this 
difficulty the writer now denudes an area of the 
abdominal wall of its peritoneal surface and 
brings the scarified gut into direct contact with the 
fascia, thus obtaining a quicker, and firmer ad- 
hesion. Should there be any occasion to hurry 
the operation, the sutures used to suspend the gut 
may also serve to close the incision. 

These patients are kept on fluid diet, the bowel 
being kept in quiescent state for the first week, 


‘after which the amount of food is increased and 


the bowel allowed to act at least every other day. 
On the tenth day they may be allowed to be about 
the room and at the end of the second or third week 
may be discharged from the hospital. These pa- 
tients should be kept under observation for a few 
weeks after leaving the hospital and the treatment 
for the relief of the catarrh should be continued 


until this condition is cured. 
45 West 52nd Street. 
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THE SIGNIFICANCE OF. CHRONIC JAUN- 
DICE. 


By Cuartes A. M.D., 


Adjunct Attending Surgeon to the Mt. Sinai 
Hospital, New York. 


As jaundice is only a symptom and not a disease, 
it is undoubtedly true that a paper on chronic 
jaundice has no scientific justification; it may, 
however, be excused on practical grounds because 
it may contribute to a better understanding of 
some diseases of which jaundice is a symptom. 

Modern pathology no longer believes in the old 
classification of jaundice into the hepatogenous and 
the hematogenous varieties. Hematogenous jaun- 
dice has been proven to be due to inflammatory 
changes in the liver itself and inflammatory ob- 
struction of the smaller bile ducts in the liver, 


‘and not to the breaking up of blood pigment in the 


blood. Therefore almost all jaundice is due to the 
obstruction to the normal flow of.the bile. The 
only cases in which jaundice is not obstructive are 
those of absorption from the abdominal cavity of 
bile that has escaped into it by rupture or wounds 
of the gall bladder or bile ducts. During the past 
year I have seen two cases of this kind, in which 
the accompanying jaundice was chronic in char- 
acter. One was a case of rupture of the cystic duct 
without external injury in a boy who had been run 
over by a wagon about three weeks before; the 
other was in a patient who presented the symp- 
toms of peritonitis, after four weeks of indefinite 
symptoms, and in whom the peritoneal cavity 
contained a large quantity of green fluid. Both 
cases were characterized by the very gradual on- 
set of the jaundice, and in both cases the jaundice 
was of a peculiar lemon-yellow color. This lemon- 
yellow jaundice may perhaps be characteristic of 
the absorption of bile from the peritoneal cavity, 
and I have been able to correctly diagnosticate the 
presence of free bile in the abdominal cavity in one 
other case by the peculiar hue or tint of the jaun- 
dice. 

Any jaundice that has lasted longer than three 
weeks—unless it is receding—may be called a 
chronic jaundice, no matter whether the onset has 
been acute or gradual. The significance that we 
have to attach to such a chronic jaundice depends 
very much upon the symptoms which accompany 
it. It may be accepted that in every case of 
jaundice that has a chronic character, the follow- 
ing conditions are associated with it:—a tendency 
to hemorrhage due to a prolongation of the coagu- 
lation time of the blood; a more or less marked 


albuminuria; more or less marked anemia; various 
gastro-intestinal disturbances. 

In taking the history and in making the physical 
examination especial attention has to be paid to the 
following points:— 

1—the mode of onset; 

2—the presence or absence of pain; 

3—the course; 

4—the depth of the jaundice: 

5—the condition of the liver, gall-bladder and 
spleen; 

6—the color of the stools; 

7—the presence or absence of ascites. 

It will be at once noticed that I have not included 
in this list the slowiny of the pulse, the presence or 
absence of bile in the urine, the presence of fever, 
etc. As soon as the jaundice has become chronic, 
the pulse rate is in most of the patients again in- 
creased in frequency. 

In some cases in which the jaundice is light in 
color, sufficient bile pigment passes into the cir- 
culation to stain the skin but not enough to be con- 
stantly present in the urine. To these cases the 
term of acholuric jaundice has been applied. 

The presence of fever with chronic jaundice has 
not of itself especial significance; the fever is either 
due to the primary disease as in the jaundice which 
occurs in sepsis, or it is secondary to inflammatory 
conditions as in infection of a duct around a 
calculus, abscess of the liver, etc. Continued 
fever or intermittent rises of temperature are im- 
portant, but the importance is often a secondary 
one. 

In the following will be cited the history of a few 
patients, which may serve to illustrate the im- 
portant points above mentioned. 

Case 1.—B. K., 46 years of age, was admitted 
to the surgical service of Dr. Lilienthal at Mt. 
Sinai Hospital on September 19,1902. The patient 
had had her first attack of biliary colic with jaun- 
dice fourteen years before. Every few months 
thereafter, she had attacks of pain in the region of 
the gall-bladder, with fever and jaundice. The 
last attack began one month before admission with 
pain, vomiting, jaundice, and clay-colored stools. 
For two months the jaundice persisted and grew 
gradually more deep, although at times the icterus 
was less deep for a few days and the stools of more 
normal color. The liver was enlarged and tender 
but the gall-bladder was not palpable. At the 
operation, the gall-bladder was found full of stones 
and there were two stones in the common bile 
duct. 

Remarks.—This history is a characteristic one 
of cholelithiasis with calculi in the common bile 
duct. With a previous history of more or less 
typical gall stone attacks, the jaundice is char- 
acterized by the increase with intermissions. These 
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intermissions are due, as is well known, to the ball 
valve action of stones in the common duct. As the 
stone becomes impacted in the duct, the jaundice 
becomes more deep; the duct then dilates around 
the stone, part of the bile can pass by the stone and 
the jaundice becomes less as the stools regain more 
of their normal color; the stone then slips along a 
little farther and again becomes impacted with con- 
sequent obstruction to the flow of the bile along the 
duct and increase of the jaundice, etc. ‘The pres- 
ence of colic, fever, jaundice of the variety just 
described, enlargement of the liver without en- 
largement of the gall-bladder, is characteristic of 
stone or stones in the common bile duct. The 
jaundice however seldom becomes as deep as that 
which occurs in malignant disease of the liver, gall- 
ducts or head of the pancreas. In these latter 
cases the jaundice is steadily progressive, the 
patients soon become of an olive green hue and 
lose flesh and strength rapidly. The following is a 
fairly typical example :— 

Carcinoma of Pancreas and Stomach; Explora- 
tory Laparotomy; Death from Exhaustion.— Nathan 
K., 52 years old, was admitted October 15, 1901. 
For the past six months the patient had frequent 
attacks of pain in the right side of his abdomen, 
with vomiting. Soon} after the beginning of his 
trouble he noticed that he was becoming yellow; 
the jaundice had steadily increased up to the time 
of his admission to the hospital. He had lost much 
flesh and strength. On examination the patient 
was found to be in very poor condition; the jaun- 
dice was very deep, he was of an olive green color, 
the liver was enlarged and palpable below the free 
border of the ribs; a globular tumor could be felt 
to the right of the navel; the abdomen was full of 
fluid. October 18: Operation; nitrous oxide and 
ether. A large tumor was to be felt in the pyloric 
region of the stomach; the gall-bladder was plainly 
palpable to the right of this tumor. When the 
abdomen had been opened, after noting the condi- 
tions just described, the patient’s condition became 
so poor that further exploration had to be aban- 
doned. So the wound was closed and the patient 
sent back to bed. He rapidily emaciated, death 
from exhaustion occurring.on November 1. The 
post-mortem examination (pathological number 
801) showed carcinoma of the pancreas and neigh- 
boring viscera. 

Remarks.—This case gave the characteristic 
history of a tumor which compresses some part of 
the bile ducts. Extremely deep jaundice almost 
postulates malignant disease, and the diagnosis is 
made more certain if there is enlargement of the 
liver and gall-bladder, and a tumor in the hepatic 
region, ascites, and the history of rapid emaciation. 

Constant pain is common in malignant disease, 
while intermittent pain is more suggestive of gall 
Stones; absence of pain, however, is no proof against 


malignant disease. Long continued jaundice with- 
out pain is very common—it must be remembered— 
in some forms of biliary cirrhosis and in chronic 
catarrhal jaundice. 

The determination of the size of the liver, gall- 
bladder and spleen is of great importance, as the 
presence or absence of enlargement of these organs 
has an important bearing upon the diagnosis. 
The liver is enlarged in malignant disease, hyper- 
trophic biliary cirrhosis and cholelithiasis. 

The gall-bladder is generally not enlarged in 
chronic jaundice due to general poisoning or to 
hypertrophic biliary cirrhosis; in the jaundice due 
to calculi in the common bile duct, it is rarely 
enlarged but is generally shrivelled up from previ- 
ous attacks of cholecystitis. The gali-bladder is, 
however, almost always enlarged when the jaundice 
is due to a tumor which presses on the common 
bile duct, as in carcinoma of the head of the pan- 
creas, of the liver, of the pyloric end of the stomach, 
or of the bile duct itself. This enlargement of the 
gall-bladder in malignant disease but not in cal- 
culus in the common duct was first described by 
Courvoisier. 

Marked enlargement of the spleen and of the 
liver is most often due to biliary cirrhosis. 

The difficulties in diagnosis occur most often in 
the differentiation between obstruction of the 
common duct by calculi, obstruction due to a 
tumor which presses upon the common bile duct 
or one of the large ducts, and biliary cirrhosis. 
The diagnosis of the first of these conditions can 
be correctly made in most of the cases, although 
the difficulties are sometimes very great. The 
question may arise whether the jaundice may not 
be due to a tumor or cyst of the liver or the bile 
ducts or head of the pancreas; whether it may not 
be due to a tumor of the pylorus or of the duodenum 
or biliary papilla, or finally whether it may not be 
due to benign disease such as adhesions around the 
common duct from previous attacks of cholelithia- 
sis, or ulcer of the pylorus, or that benign enlarge- 
ment of the head of the pancreas first described 
by Mayo Robson as chronic interstitial pancreati- 
tis. 

Facts of importance are the following:—The 
duration of the jaundice and the general condition 
of the patient. If the jaundice has continued for 
more than six months and the patient’s general 
condition is still good, it is highly unlikely that 
the case is one of malignant disease. and one should 
think of biliary cirrhosis, impacted stone, an ob- 
struction of the common bile duct from adhesions, 
or benign disease of the head of the pancreas. In 
patients with an impacted calculus in the common 
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duct there are usually the characteristic previous 
history and the intermittent character of the jaun- 
dice; in interstitial pancreatitis, the progressive 
jaundice with clay colored stools and the good 
general condition of the patient; while the syn- 
drome of long duration of the jaundice, painless 
onset, enlargement of the spleen, and good general 
condition is more characteristic of cirrhosis. 

In the previous remarks no distinction has been 
made between the different varieties of cirrhosis 
and no mention has been made of the secondary 
cirrhosis. I have attempted to present only a few 
aspects of the significance of chronic jaundice. 
It may be mentioned, in passing, however, that 
there are rare cases of acute yellow atrophy of the 
liver in which the disease and the jaundice last 
for many weeks. In hydatid cysts of the liver 
and in some cases of hepatic abscess there is a 
slight degree of jaundice. In most cases, however, 
there is no jaundice at all unless the symptoms 
become acute and then the jaundice is of acute 
onset and inflammatory in character. | 

From what has been said it might seem that the 
diagnosis of the condition or disease which causes 
the chronic jaundice can zenerally be made with 
ease. This is not the case, for even a careful 
consideration of all of the data obtainable by a 
complete history and physical examination and 
the thorough observation of the case, may still 
leave the diagnosis in doubt. It is true. however, 
that thoroughness and care in obtaining the history, 
attention especially to the mode of onset, the 
course, the presence or absence of pain, the depth 
and the intermittence or continuousness of the 
jaundice, the presence or absence of enlargement 
of the liver, gall-bladder,and spleen, the presence 
or absence of ascites, of clay colored stools, etc., 
will help us in making the correct diagnosis and 
hence in instituting the correct treatment. In 
other words, the significance of chronic jaundice as 
a symptom depends upon the characteristics it 
presents, and it is of value only when taken in 
conjunction with a number of other symptoms. 


An examination into the cause of pain in the 
feet is incomplete without allowing the legs to 
hang for a moment over the edge of the table or 
bed. The existence of erythromelalgia would then 
make itself evident by the intense congestion of 
the toes. It must be remembered, too, that frac- 
tures of the metatarsal bones may be produced 
by slight injuries. Thus, the base of the fifth 
metatarsal may be fractured by a twist of the foot 
while walking or dancing. 


Clinical Reports. 


OSSIFYING SARCOMA OF THE THIGH. 
TREATMENT BY INCISION, RADIUM 
AND EXTIRPATION.* 


By Howarp LILIENTHAL, M.D., 


Attending Surgeon to Mount Sinai Hospital, 
New York. 


A. G., an unmarried girl, 21 years old, noted the 
appearance of a painless mass the size of an egg in 
the upper part of the right thigh to the outer side of 
Scarpa’s triangle. It was not tender and did not 
interfere with locomotion but it steadily increased 
in size. Eight months after its detection the 
patient became alarmed at the proportions which 
it had assumed and sought relief at the Hospital 
on November gth, 1904. 

Beyond the fact that her mother had been 
operated upon at the age of 20 for the removal of a 
tumor of the shoulder there was nothing worthy 
of remark in the patient’s family history. 

On examination the gir] was found to be in ap- 
parently good general condition. The tumor was 
roughly ovoid, about four inches in its shortest 
diameter and six inches in its longer which was 
parallel with Poupart’s ligament. It was rather 
larger than a cocoanut, was in the main elastic, 
perhaps cystic in consistency, with here and there 
firmer masses. There was no pulsation and no 
palpable lymph node in the neighborhood. The 
skin was of normal color and texture and was not 
adherent. Very slight tenderness could be elicited 
on pressure over the median and lower portions of 
the growth. While the tumor could be moved 
about with some freedom it made the impression 
upon me of being firmly attached in its deeper por- 
tion, probably by a pedicle or band, to bone or 
periosteum. Had this been the case a hip joint 
amputation would hardly have promised radical 
cure because of the extensive involvement of the 
soft parts. 

On November 11th under general anesthesia the 
tumor was aspirated and bloody fluid withdrawn. 
Free incision then revealed contents partly fluid 
and partly soft and encephaloid, while in the walls 
there was considerable bone in thin plates making 
the diagnosis of osteosarcoma sufficently probable 
to forbid further interference at that time. Ac- 
cordingly, after a rough curetting the partly col- 
lapsed tumor was packed and the incision sutured 
with generous gaywze drainage. The fluid evacu- 


*Case presented at the Clinica! Conference at Mt. Sinai Hospital on 
February 23, 1905. 
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ated from the cystic part of the tumor was sub- 
mitted to the Physiological Chemist and Dr. Book- 
man reported as follows: ‘Blood did not clot on 
standing for two weeks. 30 C.c. gave 0.0148 grams 
CaSO, equivalent to 0.375% Ca (PO,),. This 
is about the normal calcium phosphate content of 
the blood. The noncoagulability is, therefore, due 
to the presence of some substance destructive 
to the fibrinogen ferment or to the lack of the fer- 
ment itself.” A blood examination showed white 
blood cells 7400, and demonstrated the absence of 
nucleated red cells. 

The Pathological Department reported that Dr. 
Mandlebaum had found the structure of spindle- 
celled sarcoma in the solid portion of the tumor and 
that the bone plates showed nothing abnormal. 

The patient reacted well after the operation and 


the oozing, at first quite profuse, steadily di-. 


minished. A few days afterward, following the 
experience of Abbe, a tube of radium, 300,000 
activity, was covered with a sterile finger cot and 
inserted into the cavity of the tumor to remain 
there for six hours. Suppuration with slight eleva- 
tion of temperature followed although there had 
been no infection before. 

Whether this suppuration was the direct result 
of radioactivity or of the possible introduction of 
some infective agent with the radium tube it is im- 
possible to say. The radium was employed in this 
manner about six times at intervals of four to six 
days and there was a rapid shrinking of the tumor 
until by January 1st, 1905 it had been reduced to 
the size of a small adult fist and it had become so 
freely movable that its excision was determined 
upon. On the 6th of January, in spite of the pres- 
ence of suppuration, the tumor was dissected out. 
It was then seen that there was no connection with 
the femur but that the growth sprang from the 
quadriceps and the fascia lata. The extirpation 
was apparently thorough. Suppuration naturally 
followed but with free drainage the case never as- 
sumed a threatening appearance and recovery is 
now practically complete. The tumor was care- 
fully examined after its removal and the diagnosis 
of spindle-celled sarcoma confirmed but the neo- 
plasm contained absolutely no bone. 

Since the extirpation, Coley’s fluid has been in- 
jected into the tissues near the cicatrix, the prepara- 
tion used being that of Parke, Davis & Co. Seven 
injections ranging from a quarter of a minim to 19 
minims were given and it is hoped that this treat- 
ment may prove deterrent to the recurrence of the 
tumor. A reaction followed each injection. 

This case presents two interesting clinical points. 
First, as to prognosis and operability, second as to 


the error of diagnosis even after exploratory opera- 
tion. 

The tumor at first seemed absolutely inoperable 
—except, perhaps, as a piece of surgical pyrotech- 
nics with the result of the terrible multilation of a 
young girl and, even in the event of an operative 
recovery, the great probability of rapid recurrence. 

By the incision and drainage of the mass, to- 
gether, probably, with the action of the Becquerel 
rays, shrinking to a point of easy operability oc- 
curred, and even though there is still the possibility 
of metastasis or recurrence the state of the patient 
is far better than it would have been with the major 
operation. Granting the possibility of excision 
without amputation in the first instance the amount 
of tissue removed would have been enormous and 
the immediate danger to life great. 

As to the second point:—Incision and careful 
exploration of a tumor within easy reach should 
yield a good anatomical and pathological diagnosis. 
Yet here, owing to the presence of.the bone plates, 
I was led to believe that the femur must be in- 
volved. But the final result showed no connection 
with the bone nor with any structure near the bone. 
The neoplasm then must have been a true ossifying 
sarcoma. 


NOTES FROM A CLINIC AT THE NEW YORK 
POST-GRADUATE MEDICAL SCHOOL. 


March 4th, rgo0s5. 
By Rosert T. Morris, M.D., 
Professor of Surgery. 


Case 1. Bile Tract Adhesions. The new sub- 
ject for surgical interest. will be demonstrated in 
this patient, a man 58 years of age, who has been 
a sufferer from intestinal fermentation for more 
than two years. There is persistent tenderness 
on pressure over the region of the gall-bladder and 
bile ducts and we have excluded from diagnosis 
the commonly recognized causes for this persistent 
tenderness. Byron Robinson called attention to 
the fact that adhesions were found post-mortem 
in the bile tract region more commonly than any- 
where else in the peritoneal cavity except in the 
female pelvis, but the significance of such ad- 
hesions has been overlooked. They cause an un- 
told amount of direct and reflex trouble which 
is usually ascribed to something else. Adhesions 
angulating the cystic duct give rise to symptoms 
simulating those of gall stones. 

Adhesions between the bile tract and duo- 
denum inhibit peristalsis, and lead to constipa- 
tion, dyspepsia, gastralgia and dilatation of the 
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stomach. Adhesions between the bile tract and 
the colon cause constipation. Adhesions between 
the bile tract and the peritoneum over the great 
sympathetic ganglia cause ‘elaborate reflex ab- 
dominal disturbances. The cases are so common 
that every general practitioner must have a num- 
ber of them in his clientele. Adhesions follow vari- 
ous catarrhs of the bile tract. The colon bacillus 
is the chief malefactor. Colon bacilli are carried 
from the bowel by the afferent vessels of the portal 
system, as shown by Lartigau, and find their way 
into the bile tract “from the rear” instead of 
travelling up from the duodenum, as has been 
supposed. The more acute forms of colon bacillus 
infection of the bile tract are called gastritis, 
gastro-duodenitis, diaphragmatic pleurisy, acute 
cholecystitis, and a number of other names, in 
daily consultation. Subacute inflammation in 
the region is apt to escape any sort of diagnosis, 
although extremely common, from childhood to 
old age. 

Why do the catarrhs of the bile tract region 
cause peritoneal adhesions? Probably because of 
the thin walls of the structures involved, allowing 
toxins to cause desquamation of endothelium on 
the peritoneal side. The plastic lymph exudate 
then becomes organized into connective tissue 
bands, and these are more or less permanent, 
beside receiving accessions from time to time. 
In any event the subject is one that is destined to 
receive a great deal of attention immediately, now 
that we are looking into it. 

Let us proceed with the operation in this case: 

An incision is made in the middle line of the 
abdomen below the ensiform cartilage. You now 
observe that adhesions engage the gall-bladder, 
pylorus, duodenum, and hepatic flexure of the 
colon, like spider webs; in fact I call these cases 
“gall spider cases’’ for short. Adhesions are all 
separated with the finger, and recurrence of ad- 
hesion is prevented by spreading this Cargile 
membrane (sterilized peritoneum) over the areas 
that were denuded of their endothelium. 

The Cargile membrane will become absorbed 
like catgut in a few days, but meanwhile new 
endothelium should have formed under its pro- 
tecting influence. If we have none of the mem- 
brane at hand, a very good way to prevent re- 
currence of adhesion is to spread aristol over 
denuded areas, and then wait for a moment until 
the lymph coagulum has engaged enough of the 
aristol for mechanical obstacle against adhesion. 

The abdomen is closed without drainage. 

If we all look for “gall spider cases’’ amongst 
our old dyspepsia and intestinal fermentation 


cases, there are to be many satisfactory surprises 
in store for us. 

Case 2. Ankylosis of the Elbow Joint. This 
boy says that the doctors told him that he had a 
“broken elbow’’ seven weeks ago, but he does not 
remember more about the diagnosis. We use the 
fluorescent screen, and find that the structures of 
the joint are in place. Pronation and supination 
of the forearm are free through the normal range. 
Flexion and extension of the arm are limited to a 
very short range, and pain is: caused by the move- 
ments. The boy is evidently suffering from joint 
adhesions which so very often follow injuries, and 
which sometimes make more trouble than the 
fracture or dislocation. The patient’s muscles are 
now thoroughly relaxed under the anesthetic, 
and we forcibly bend and extend ‘the arm at the 
elbow. The breaking of adhesions can be heard 
by all of us who are near. A splint is applied, 
holding the arm in an easy semi-flexed position, 
and this will be removed in two or three days, as 
soon as the reactionary inflammation has subsided. 
The elbow will then be subjected to massage, 
passive motion, and the use of high frequency cur- 
rents of electricity, until the adhesions have all 
become smoothed out and absorbed. 

Case 3. Appendicitis. Two months ago this 
boy had an attack of acute appendicitis. One 
week ago the present violent exacerbation began, 
and he has been sent to the hospital in a critical 
condition. The abdomen is distended by peritoni- 
tis, and we cannot make an examination by pal- 
pation farther than to determine that there is a 
mass in the pelvis. 

Instead of making an incision at the usual site 
over the appendix I go through the middle line, 
over the centre of the mass. Adhesions are 
separated by the finger, and a flood of foul-smelling 
pus bursts forth. Hydrogen dioxid is poured 
into the cavity, and this instantly blows out all 
pus, leaving the cavity clean. The peroxid suds 
are next flushed away with warm salt solution, 
and we search for the appendix. Here comes 
another flood of pus from a second abscess cavity. 
It is a good object lesson for those who believe in 
“opening the abscess” and waiting for a later date 
before removing the appendix. Adhesions are 
further separated until we come to the appendix, 
about two inches long, pultaceous and dead. It is 
ligated near the cecum, and removed. No attempt 
is made at burying the stump. If a fecal fistula 
forms later it will close spontaneously, and will 
cause less trouble than we would cause by the 
damage inflicted by an ideal operation amongst 
all of these adhesions. In these cases we must get 
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in quickly and get out quickly, and leave the 
patient with his natural resistance, to fight infec- 
tion. Only a few minutes have been required for 
the work so far. It is often completed in five or 
six minutes from the first incision to the last suture. 
We insert a cigarette drain made by rolling absor- 
bent gauze in gutta-percha tissue very much as one 
would roll a cigarette. ; 

This will act by capillarity and will draw away 
all fluids rapidly if we are familiar with the mechani- 
cal principles involved, and have the external 
gauze dressing changed every fifteen minutes or 
half hour until the free oozing ceases. The wound 
is closed with the exception of room for the little 
drain. My prediction is that by to-morrow at this 
time the boy will be hungry, and complaining of 
little excepting short rations. How could we 
have spoiled that appetite? By using gauze pack- 
ing in the wound. How could we have prepared 
him to simulate a case of septicemia by to-morrow 
at this time? By using iodoform gauze packing. 

The employment of gauze packing in the perito- 
neal cavity was given great impetus by Mikulicz, 
and at that time it was a step in advance of methods 
theninuse. Nowitis out-of-date. Gauze packing 
in the peritoneal cavity is a foreign body. It 
causes ileus by direct pressure, troublesome ad- 
hesions by stimulating excessive lymph production, 
shock by its mere presence, and it leaves a fine 
‘opening for development of post-operative hernia. 
Lastly; it is not necessary. | 

If the Russians could manage to get half a yard 
of gauze into the abdomen of each Japanese, there 
would be no more cries of “ Banzai.”’” Tuck gauze 
into the works of your watch and expect the watch 
to keep good time! I have seen weak appendicitis 
patients stuffed with gauze before death. Do 
not commit taxidermy upon appendicitis patients. 
Iodoform gauze is worse than plain gauze, because 
the iodoform is absorbed rapidly by the peritoneum, 
and causes symptoms that are commonly mistaken 
for septicemia. If you wish to experiment a little 
before departing from a universal custom, leave 
out gauze packing from a class of patients whom 
you can afford to lose, and employ it in the patients 
whom you cannot afford to lose. The ones whom 
you will lose most often are the ones whom you 
cannot afford to lose. Do rapid work, leave out 
gauze packing, depend upon local hyperleucocyto- 
sis and the natural cell resistance of the patients, 
and your reputations will soon be in danger, be- 
cause few will believe your statistics. 

Case 4. Perineal Fistula. This man had a 

‘stricture of the deep urethra with total occlusion. 
Urine escaped through several fistula. The first 


step consisted in running all of the fistula together 
into a single one. Next an internal and external 
urethrotomy was done, and the patient got on very 
comfortably for awhile until the passage of sounds 
was neglected. Then the urethra closed again. 
We dissected out part of the dense fibrous struc- 
ture, and made a plastic operation, grafting three 
inches of skin in tubular form along the route of the 
urethra. That has made a good patulous urethra, 
but a fistula remains, due to the epithelium of the 
buried skin having a tendency to come to the sur- 
face and join the epithelium of the perineal skin. 
We now pass a catheter into the bladder, trim out 
the wall of the fistula, and insert sutures. The 
catheter will be left in place until the fistula is 
closed permanently, although change of catheters 
may be required. 

Case 5. Nerve Adhestons. The patient, 42 years 
of age, had a fall fourteen weeks ago, and fractured 
the right humerus. Splints were applied for five 
weeks and the humerus made good repair. The 
patient has had wrist drop ever since the injury. 
The hand is now blue and cold. Muscle reaction 
to electrical test leads us to believe that the mus- 
culo-spiral nerve is engaged in adhesions. We 
make an incision and see that three fifths of an inch 
of the musculo-spiral nerve is engaged in callus. 
The nerve sheath is now split longitudinally, the 
nerve freed, and re-adhesion is prevented by 
wrapping Cargile membrane smoothly about the 
part that was caught in the callus. 

Case 6. Cancer of the Tongue. The patient, 62 
years of age, has a nodule of epithelioma on theright 
margin of the tongue. The neoplasm has been 
progressing for several months. When the disease 
is fairly well localized, as in this case, it is sometimes 
well to do a conservative operation, removing only 
half of the tongue. A curved incision is now made 
below both mandibles, through the diaphragm 
of the mouth. A loop of catgut is threaded 
through the tip of the tongue, and the organ is 
brought down and out through the incision and 
one half of it removed by longitudinal incision. 
The lymphatics of the two halves of the tongue 
are so arranged anatomically that infection re- 
mains confined to one half of the tongue in such a 
case, for a long time. This particular operation 
avoids the necessity for preliminary ligation of the 
lingual artery, and it avoids the necessity for doing 
a tracheotomy. Its chief objection is the danger 
of subsequent salivary fistula, but this can be over- 
come by keeping the patient’s head low, and to one 
side, until union of the severed tissues is firm. 

Case 7. Inguinal Fistula. The boy has had a 
fistula in the right inguinal region for two years. 
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It looks like a tuberculous fistula. There is no 
kyphosis, and the probability is that we shall find 
an area of tuberculous bone somewhere about the 
ilium. The tract is freely opened, and on following 
the fistula, it is found to lead toward the spinal 
column after all. The focus of infection is so low 
down on the lumbar vertebre, or in the sacrum, 
that no kyphosis has appeared, and muscular 
protection was not in evidence as a sign. The 
patient will be turned over to the orthopedic 
department. 


PRESENCE OF A WOOD SPLINTER TEN 
WEEKS IN THE ANTERIOR CHAMBER 
OF THE EYE. 


FORMATION OF AN ENCAPSULATED ABSCESS 
AND RESULTING PLASTIC IRITIS. 
REMOVAL WITH PRESERVATION 
OF EYE AND GOOD VISION.* 


By ALFRED WIENER, M. D. 
NEW YORK. 


Mr. L. is seventy years of age. About ten weeks 
prior to the time that he presented himself at St. 
Luke’s Hospital, N. Y., he had been at work chop- 
ping wood, when suddenly a large piece struck him 
in the left eye, and caused a sharp pain which passed 
off in afew hours. On the third day thereafter the 
eye became very red and painful. Home reme- 
dies were applied but without any effect. He 
presented himself at an out-patient department 
where drops were prescribed and some relief was 
obtained. Finally as the pain did not cease entirely 
and eventually became more violent he appeared 
at the clinical department of St. Luke’s Hospital. 
An examination of the patient brought out the 
following facts. He has never suffered from any 
inflammation of his eyes, until this accident. He 
has always been a little near-sighted for which 
defect, however, he has never worn any glasses. 

The eyes show the following condition: 

0.D.—Vis. 20-200 w. sph.—5.5 diop.—20-20 
reads Jeg. no. 2 at 5 in. 

0.S.—Vis. Counts fingers at eight feet. Not im- 
proved by glasses. 

Ophthalmoscopic examination shows posterior 
annular staphyloma on both sides. There is also 
present on both sides a senile cataract. On closer 
examination the left eye shows that its pupil is 
glued to the lens at its inner, upper and outer edge. 
Below and slightly toward the inner side it is drawn 
toward the lower portion of the cornea where it 


*Presented at the Ophthalmological Section of the N. Y. Academy of 
Medicine, February meeting. 


appears to be adherent. Just at this portion where 
the iris is adherent there is an infiltration in the 
cornea, of a reddish gray color which when looked 
at with a strong magnifying glass shows small 
capillary bloodvessels. There is marked ciliary 
injection. The bloodvessels in the conjunctiva on 
the bulb and on the lids are also injected, but 
there is no catarrhal secretion worth mentioning. 
The tension is normal. What is of especial interest 
in this eye, and attracts one’s attention at once, 
is the presence in the anterior chamber, just to the 
inner side of this infiltration in the cornea, of a 
yellow looking mass about the size of a bird seed. 
It is oval in shape, its lower pointed extremity 
lost behind this infiltration in the cornea. It 
appears as if the iris and this small cyst-like 
body were both attached to the cornea at the same 


point. (See picture). The patient complains of 
dreadful pain both at day and at night. From the 
history of the case and the resulting examination 
it was felt that a small splinter of wood had entered 
the anterior chamber of the eye, became encapsu- 
lated, and as a result of the irritation was producing 
the accompanying iritis. It was decided to remove 
this cyst as soon as possible, in order to save that 
eye from further damage as well as to prevent the 
occurrence of a sympathetic ophthalmia in the other’ 
eye. An operation was advised and at once ac- 
cepted. The eye was put under the influence of 
cocaine. I chose in preference to the lance, a 
Graefe knife, thinking that it would be possible 
to open the anterior chamber with this instrument, 
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without injuring the sac, and at the same time 
divide the anterior synechia. A peripheral linear 
cut was made downward, but as the knife ap- 
proached the sac it was not possible to pass between 
it and the posterior surface of the cornea, and thus 
the sac was opened about the same time that the 
synechia was divided. 

The contents of the sac flowed out and it immedi- 
ately collapsed and disappeared. Only the con- 
tents were caught, and it was felt that the sac was 
lost. The inability to find the sac was due to the 
fact that the anterior chamber collapsed, and with 
the poor illumination at hand search for it was 
impossible. I bound up the eye, placing some 
eserin within to keep the pupil round and the iris 
away form the wound, and put the patient to bed. 
Within 24 hours the anterior chamber had restored 
itself, and the sac was now seen lying across the 
pupil. The patient complained of less pain but the 
iris was again adherent. After another 24 hours 
a second attempt was made to remove the sac, 
this time with the lance, in order to prevent any 
collapse of the anterior chamber. The attempt 
was successful. The patient made an uneventful 
recovery and has been free from all pain ever since. 
(It is now two months after the removal of the 
splinter). The eye has assumed its normal appear- 
ance, with the exception of the small infiltration 
in the lower portion of the cornea. There is still 
an adherent leucoma and the iris remains glued to 
the lens. The sac on microscopic examination 
showed a number of foreign bodies clinging to it 
which proved to be wood particles. 

The vision in the right eye with a 5.5 diop. sphere 
is 20-20. The vision in the left eye with a 7.5 
diop. sphere is 20-40. . 

The case very much resembles the one reported 
by Praun (Verletzungen des Auges, page 238) who 
describes the occurrence of such a cyst, springing 
from the iris, and which upon removal contained 
besides pus corpuscles a number of fibre-like masses 
which proved to be wood particles. In Praun’s 
case it was not possible to remove the whole cyst 
and its contents and there was a recurrence of the 
suppuration with eventual softening and atrophy 
of the eye. 

616 Madison Avenue. 

A useful method of treating mild grades of in- 
growing toe-nail consists in pulling the flesh away 
from the nail with a strip of adhesive plaster, 
disinfecting the space between flesh and nail and 
packing it with a bit of gauze. The gauze may 
be run under the edge of the nail, which, in ad- 
‘dition, may be trimmed away from the flesh. 


NEPHROPTOSIS ASSOCIATED WITH DISs- 
TENDED GALL-BLADDER. 


ACASE ILLUSTRATING THE DIFFICULTY SOMETIMESJEN- 
COUNTERED IN THE DIFFERENTIAL DIAGNOSIS OF 
PROLAPSE OF THE KIDNEY AND DISTENDED 
GALL-BLADDER. 


AucustTIN H. Goktet, M. D., 
NEW YORK. 


The following case is only interesting as showing 
that it is sometimes difficult to distinguish between 
a prolapsed kidney and a distended gall-bladder 
and that they are sometimes associated in the same 
patient. 

Let me first point out the distinguishing features 
of both of these conditions as I have observed 
them and as I have taught for several years. 

The chief characteristic of the prolapsed kidney 
is the facility with which it is replaced, particularly 
when the patient is in the recumbent position, and 
it remains replaced in this position as a rule, unless 
it is forcibly dislodged by deep inspiration. Its 
range of mobility is frequently considerable. 
Pressure upon it may give rise to a sickening sen- 
sation, or may show that it is sensitive, but seldom 
gives rise to actual pain. It seldom forms a visible 
tumor, especially in the recumbent position; never 
unless it is greatly enlarged. 

The distended gall-bladder, on the other hand, 
frequently appears as a visible tumor, especially 
when the subject is in the dorsal posture, which 
may be moved upward by pressure, but it im- 
mediately reappears upon removing the pressure. 
It cannot however be made to disappear com- 
pletely. Its range of mobility is limited as com- 
pared with the prolapsed kidney, and pressure upon 
it always produces considerable pain. 

Mrs. C., aged 35 years, mother of two children, 
was brought to me for operation January 11th of 
this year, by Dr. Charles Munger, of Knoxboro, 
N. Y., with a diagnosis of prolapse of the right 
kidney. She had been suffering for something 
over a year with dragging pain in the loin and 
digestive disturbances and had lost about thirty 
pounds in weight, but there was no history of 
jaundice. I was almost certain she had a dis- 
tended gall-bladder and not a prolapsed kidney. 
There was a distinct tumor in the region of the 
hepatic flexure of the colon, which presented the 
following characteristics, viz: 

Pressure upon it caused pain and it could not be 
made to disappear. In the dorsal position the 
tumor was more distinctly visible and it could be 
moved upward only to a limited extent. It how- 
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ever, permitted rather more lateral displacement 
than is usual in a distended gall-bladder of that 
size. I saw the patient again the following day 
and found nothing to cause me to alter my previous 
decision. My diagnosis was obstruction of the 
cystic duct with distended gall-bladder. 

When the patient was put upon the operating 
table next day (the 13th), under ether, she was 
again examined thoroughly. The tumor was less 
distinctly visible when the patient was thoroughly 
relaxed under anesthesia. It could be distinctly 
mapped out, and extended backward to the loin 
where it could be palpated quite as well as in front. 
It could be pushed upward and did not reappear 
completely upon removing the pressure. I then 
came to the conclusion that the kidney was in- 
volved and decided to explore that region first, 
so placed the patient in the usual position, with an 
air cushion under the abdomen and made an oblique 
incision in the loin. Upon reaching the kidney I 
found it somewhat larger than normal, prolapsed 
and adherent to the distended gall-bladder. The 
kidney was detached and fixed in normal position 
in the manner I have described elsewhere.* After 
closing the wound in the loin, the patient was turned 
on the back and the abdomen was opened over 
the gall-bladder. When the gall-bladder had been 
emptied of fluid a concretion the size of the thumb 
was found wedged in the cystic duct, which was so 
much narrowed and so tightly constricted above 
and below that the stone was crushed in the attempt 
to remove it. 

The cystic duct beyond the stone was free and no 
concretions were to be felt in the hepatic or common 
duct. 

The collapsed gall-bladder was stitched to the 
upper angle of the abdominal incision and a drain- 
age tube inserted, the abdominal wound being 
closed about it. 

The patient made an uneventful convalescence, 
and was out of bed at the usual time after fixing 
the kidney (three weeks), but the fistula was 
still open and draining. She left the city for her 
home a few days later in very good condition and 
looking fully ten years younger than when she 
came. I heard from her within a month after her 
return. The fistula had closed and she was feeling 
perfectly well. 

This is the second case where I have found pro- 
lapse of the kidney associated with distended gall- 
bladder. 

In the other case I opened and drained a greatly 
distended gall-bladder, but did not at the time 
operate on the kidney, chiefly because some pelvic 


*Journal of American Medical Association, November 7th, 1903. 


work was more urgently necessary. The gall- 
bladder, which contained only fluid, was thoroughly 
examined after it was emptied, as was also the 
cystic, hepatic and common ducts, and no concre- 
tions were found. The fistula continued to drain 
for something over a year after the operation, 
during which time the patient was comfortable and 
improved in health, being entirely free from attacks 
of colic, which she had experienced prior to the 
operation. 

Two years after the operation and some few 
months after the fistula had ceased to discharge, 
she began to have sharp attacks resembling renal 
colic, which were followed by moderate jaundice. 
After several attacks, each one being more severe 
than the preceeding, she consented to an investiga- 
tion under ether. I then reopened the fistula 
and passed a probe presumably down into the gall- 
bladder, as there was some escape of fluid, but it 
appeared to be empty and contracted. I then 
opened the loin and fixed the kidney, thinking that 
might be the cause of the attacks. There was no 
calculus found in the pelvis or ureter. The peri- 
toneum was not opened, so the contracted gall- 
bladder could not be explored through this incision. 
The patient made a good recovery and left the 
hospital three weeks later in good condition. With- 
in two weeks after leaving the hospital she had a 
sharp attack of colic, much more severe than before, 
followed by very pronounced jaundice. Upon my 
advice she returned to the hospital for operation on 
the gall-bladder. Opening the abdomen, the gall- 
bladder was found to be contracted, still attached 
to the abdominal wall, and concretions could be 
distinctly felt within it. The gall-bladder was 
removed after ligating the cystic duct and found to 
contain four good-sized stones. The patient made 
a good recovery, and has remained perfectly well 
since. It is now two years since the last operation. 


Book Reviews. 


THE INTERNATIONAL MepicaL ANNUAL: A YEAR Book 
or TREATMENT AND PRACTITIONER’S INDEX, 1905. 
(TwENTY-THIRD YEAR). New York: E. B. Treat 
AND Co. PRICE, $3.00. 


The present issue of this well-known ‘‘annual”’ is nota- 
ble for an enlargement of the pages, made to fitly accom- 
odate important abstracts of the ever-increasing bulk of 
our yearly literature. With the enlargement of the volume 
there is also a great improvement in typography and 
illustration. The full-page plates are numerous and ex- 
cellent, and the series borrowed from Neisser’s stereo- 
scopic atlas will prove of especial interest. The material 
is classified much as in previous issues, maintaining thus 
the usefulness of the annual alike for reference and for 
continuous reading. 
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SALUTATORY. 


It is the intention of the editor to conduct a high- 
class journal of practical surgery. To that end he 
invites contributions of original articles upon 
general or special surgical subjects, reports of 
instructive cases, specimens or new apparatus, 
clinical communications, etc. Beyond that aim 
he has no “editorial policy’’ to announce—no 
foibles to foist, no quarrels to pursue. 

In addition to the contributed and editorial 
articles, three departments, as at present contem- 
plated, will be conducted:—abstracts from the 
world’s surgical literature of the most important 
articles of the month, a conscientious review of new 
books and monographs, and a page of practical 
surgical suggestions. 


THE AMERICAN JOURNAL OF SURGERY. 


Having resigned all my connections with the 
International Journal of Surgery with which I was 
so actively associated for the past fourteen years 
it affords me pleasure to present for the considera- 
tion of my many thousands of professional friends 
the AMERICAN JOURNAL OF SuRGERY. This Journal 
being independent and under absolute professional 
control will be conducted along those lines which 
will best serve the interests of the active practitioner 
and will represent all in the way of a practical 
Surgical Journal that years of experience can pro- 
duce. The AMERICAN JOURNAL OF SURGERY will 
present the actual clinical work and experience of 
our leading surgeons and teachers and will not be 

‘ composed of text book stories nor mental vaporings. 


This issue is a fair example of what we shall present 

each month and while the subscription price is only 

one dollar a year, it will be our ambition to make 

each number well worth the sum. I appreciate 

the loyal support accorded me in the past and trust 

my present efforts will merit its continuance. 

J. MacDona Jr., M. D. 

Managing Editor, 


VALEDICTORY. 


If it be true that “of two evils one should choose 
the less’’ certainly of two good things one should 
select the better. American Journal of Surgery 
and Gynecology has grown to such a remarkable 
degree that one man no longer can manage it. I 
have therefore submitted to the inevitable and 
resigned the editorship in order to devote my 
entire attention to my private practice. The Jour- 
nal is removed to New York and placed under the 
management of Dr. Jos. MacDonald, Jr., who is well 
and favorably known to every surgeon and gyne- 
cologist of America by reason of his many years 
success as a medical publisher. The editorship 
passes to Dr. Walter M. Brickner who has had much 
experience in that field of work. So—it may be 
predicted safely that the Journal is sure to be of 
greater value and importance under the new man- 
agement than it has ever been under the old. To 
the many friends who for nearly twenty years have 
assisted me in making American Journal of Surgery 
and Gynecology one of the leading medical periodi- 
cals of the world I wish toexpress my sincere thanks; 
also earnestly to request them to aid the new man- 
agement with the same encouragement and support 
they have so heartily given to me. To the thou- 
sands of readers in every part of the land I extend 
my hand in a most cordial Farewell! 

Emory LANPHEAR. 


THE SUBTLE X-RAY—A TWO-EDGED TOOL. 


Early in the history of Réntgen rays their capa- 
city to produce violent dermatitis was noted. 
While improved apparatus and technic soon safe- 
guarded patients from such injuries, there appeared 
not long after the discovery of the therapeutic 
powers of the x-rays, distressing reports of the 
occurrence among x-ray workers of chronic ulcers 
terminating in skin carcinomata. Moreover, along- 
side of those cases in which radiotherapy exercised 
a beneficent influence upon malignant growths, 
there came to be ranged a certain number of cases 
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in which the x-rays seemed to show a decided 
tendency to disseminate the neoplastic tissue. 

In 1903 Albers-Schoenberg reported the pro- 
duction of azoospermia in rabbits and guinea-pigs 
repeatedly exposed to the x-light. In January of 
this year Halberstaedter stated, as a result of his 


_ experiments upon female rabbits, that, in spite of 


their deeper situation, their ovaries are more 
sensitive to the x-rays than the testicles or the skin, 
and he even warned female workers in radiographic 
laboratories to protect themselves from the pro- 
duction of sterility. In the December (1904) num- 
ber of the Fostschritte auf dem Gebiete der Rontgen- 
strahlen, Philipp reported the production of azoos- 
permia in a man whose perineum had been exposed 
to the x-rays for the cure of pruritus ani. A month 
later Lapowski reported a similar case at a meeting 
of the Genito-Urinary Section of the N. Y. Academy 
of Medicine. It was at this same meeting that 
Brown and Osgood reported azoospermia as actually 
occurring among x-ray workers, and referred to 
the condition in ten cases up to that.time observed 
by them. 

A few individual unpublished observations may 
have antedated the report to the Academy 
of Brown and Osgood but, aside from editorial 
comment upon that report and a brief statement 
by its authors in the current number of the Archives 
of the Rontgen Ray, the first study of sterility among 
x-rayists is presented in this issue of the AMERICAN 
JouRNAL oF SurcERY. In brief, Brown and Osgood 
have observed azoospermia in all of those radio- 
graphists and demonstrators of apparatus who 
had been working several months or years with x- 
rays, who submitted to their examination. But 
that is not all. While it is difficult, from the nature 
of things, to secure reports from many physicians 
who employ the Réntgen rays, personal inquiry 
has developed the fact that azoospermia from the 
x-rays is not limited to those who expose themselves 
for an hour or more at a time several days every 
week, but that it may also appear even among 
physicians who merely employ an apparatus very 
frequently in office diagnostic examinations. Sus- 
ceptibility probably varies in this regard as 
in other effects of the x-rays. It seems fair to 
say, however, that in any individual who repeatedly 
exposes himself, unprotected, in an x-ray atmo- 
sphere, sterility will sooner or later develop. 

Brown and Osgood are, of course, unable to 
furnish us, at this early date, with any basis upon 
which to establish a prognosis. Lapowski’s case 
—necrospermia after two exposures; azoospermia 
after four exposures; recovery in five months— 
Shows that the recuperative power of the spermato- 


genetic cells does not necessarily disappear 
with the spermatozoa. Such a case, however, 
cannot be taken to promise recovery to those who 
have exposed themselves to the x-rays over a period 
of years. For them, however, there is to be 
gathered at least this crumb of hopefulness—that 
the effect of the rays is cumulative, that dermatitis 
of the hands and splitting of the nails may appear 
many weeks after discontinuance of x-ray work 
and recover only after very many months, and that 
the spermatogenetic cells may behave similarly. 
There is reason to speculate, however, upon the 
mental and physical characters of progeny that 
may be produced by re-appearing spermatozoa! 


That very many men—and,. women?—x-ray 


workers and dealers, have undoubtedly been ren- 
dered sterile, perhaps permanently so, is a serious 
matter, indeed. That charlatans may seize upon 
the x-rays as a means of effecting sterility ‘“‘ without 
operation or danger”’ is an even more serious mat- 
ter. In such an eventuality it will be the duty of 
the medical profession to disseminate the knowl- 
edge that submission to such criminal exposure 
may be by no means free of danger. The discovery 
made only after ten years of active study of the 
R6éntgen ray, may be but the first observation of 
the effects of this subtle force, upon deep, healthy 
tissues, that the next decade will develop. How 
may it influence, for example, the lymphatic and 
the blood-forming tissues by exposures over a 
period of years? 

The results of radiotherapy in leukemia, pseudo- 
leukemia, etc., and the studies of Heineke and 
Krause, referred to by Brown and Osgood, are 
suggestive in this connection. The same considera- 
tion should warn x-ray workers not to rely entirely 
upon shields and screens to guarantee them im- 
munity from all possible baneful effects of the 
x-light. In hospital x-ray laboratories, at any rate, 
where the volume of work is large, it seems best, 
in addition to the employment of all other pre- 
cautions, to divide the labor among several assist- 
ants, each to have a short period of duty and a 
long interval of abstinence. 


APPENDICOSTOMY—AND FAME. 

In its March issue a contemporary medical journal 
quotes in all seriousness a despatch to the Globe-Democrat 
stating that in a soldier with Philippine fever, the appen- 
dix was drawn out and ‘allowed to heal outside the abdom- 
inal wall’ where it was used to introduce quinine solution. 

‘This is said to be the first case. The idea is said to be 
the invention of Dr. Wyeth, although he never put his 
theory in practice.’ Without any criticism of this the 
medical journal simply remarks that, ‘This opens up pros- 
pects for other uses for the appendix.’ , 

Not only the laymen, Dr. Weir! 
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SURGICAL SUGGESTIONS. 


APRIL, 1905. 


Surgical Suggestions. 


In seeking a cause for torticollis, don’t fail to 
examine the teeth. 


Metal crochet needles are often of great service 
in removing retained sutures from the depths of 
sinuses. 


Avoid introducing a uterine sound in examina- 
tions when pelvic inflammation is suspected. It 
may set up a parametritis. 


If the zygomatic cells are thoroughly laid open, 
one frequent cause of persistent suppuration 
requiring secondary mastoid operation, may be 
avoided. 


A furuncle deeply situated in the external 
auditory canal gives signs that may be mistaken 
for mastoiditis. Great pain when the concha is 
moved about, will serve to differentiate it from 
the latter. 


Unless some other cause is evident don’t fail 
to examine for signs of tabes when an adult com- 
plains of pains about the waist, in the back or in 
the lower extremities. 


Unconscious patients should be catheterized 
at regular intervals of about eight hours. An 
acutely distended bladder should not be com- 
pletely emptied in one sitting. Its rapid collapse 
may produce hemorrhagic cystitis. 


After operations upon the rectum, especially 
after those involving divulsion of the sphincter 
ani, voluntary urination is apt to be inhibited 
for a day or more. This is especially the case 
when the stretching is done in a sagittal direction, 
1. e., towards the urethra and the coccyx. It may 
save catheterization, therefore, if the stretching 
is done only laterally, 7. e., towards the tubera 
ischii. 


Don’t fail to make a digital rectal examination 
in cases of appendicitis and in all ailments when 
the diagnosis is obscure. Nor should it ever be 
omitted before an operation upon anal disorders. 
It may save the embarra-sment of a subsequent 
discovery that a patient’s hemorrhoids, for ex- 

‘ample, were but an expression of a carcinoma 
higher up in the rectum. 


In all examinations of children, and in the ex- 
amination of adults for suspected fractures, leave 
the painful manipulations for the last. 


In very many cases it is not necessary to the 
diagnosis of fracture to elicit crepitus and abnormal 
mobility—often painful manipulations. In several 
forms of fracture there are other positive diagnostic 
evidences. Thus, with Colle’s fracture the level 
of the styloid of the radius will almost always be 
found to have receded from beyond that of the 
styloid of the ulna. Moreover, x-ray examinations 
save much painful manipulation. 


The x-rays have taught us that mathematical 
reduction is rarely, and evenly linear reduction is 
seldom, accomplished even in cases in which ex- 
cellent functional results are secured. Radio- 
graphs have thus frequently been made the basis 
of blackmailing damage suits. Nevertheless the 
x-rays are, of course, of immense value in the 
treatment of fractures—not only for reference 
before and after reduction, but during the reduction 
itself. 


The important considerations in the treatment 
of fractures are, at first, relief of pain and reduction 
of swelling, and, subsequently, preservation of 
function of the muscles, the nerves and the neigh- 
boring joints. Thus there have come into modern 
methods a recognition of the value of early and 
frequent massage and passive motion (and in 
suitable cases, of active motion) and of the necessity 
for avoiding splints that unduly compress the mus- 
cles or deprive them of activity. 


A padded triangular wooden or cardboard 
splint—one leg of the triangle bandaged to the 
thigh, and another to the trunk—makes an ex- 
cellent ambulatory apparatus in the treatment of 
fractures of the shaft of the femur in small children. 
It maintains reduction, leaves the leg free and does 
not interfere with keeping the child clean. Card- 
board splints can be best molded to an extremity 
by tearing, instead of cutting them. 


Gauze is preferable to cotton for padding the 
axilla or breasts in dressings that are not frequently 
renewed. Cotton easily becomes matted with 
sour-smelling secretions and thus sets up dermati- 
tis. The skin over the tendo Achilles and about 
the heel cannot be too carefully padded, when 
applying Buck’s extension apparatus. 
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Progress in Surgery and Gynecology 
A Resume of, Recent Literature. 


THE DIAGNOSTIC VALUE OF TUBERCULIN IN 
ORTHOPEDIC SURGERY. W. S. Barr anv H. 
W. Kennarp. Johns Hopkins Hosp. Bul., Jan., 1905. 

The authors used tuberculin injections in doubtful joint 
cases to clear up the diagnosis. Twenty-five cases reacted 
positively, fifteen negatively. <A rise of 2° F. was con- 
sidered positive. They summarize their results as follows: 

1.—Tuberculin is the best and most reliable diagnostic 
agent for incipient tuberculosis of bones and joints. 

2.—Its proper administration is attended by no per- 
manent harmful effect. 

3.—The dosage is variable and it is rarely necessary to 
exceed a dose of 6 milligrams. . 

4.—The local signs are of importance, equal to, if not 
greater than that of the general reaction, in bone and 
joint tuberculosis. 

;-—Tuberculosis practically always reacts to tuber- 
culin. 

6.—Diseases other than tuberculosis may possibly react 
to tuberculin, but the evidence on this point is not con- 
clusive. 

7.—The diagnosis of tuberculosis can be made earlier 
and with more certainty by means of tuberculin than by 
radiography. 

8. The tuberculin test is applicable to private and dis- 
pensary as well as to hospital practice. . 


UEBER IMMUNISIERUNG GEGEN TUBERKULOSE. 
(Immunity AGainst TuBERcuLosis.) P. Baum- 
Berliner Klinische Wochenschrift, January 
16, 1905. 

Baumgarten reports the immunization of a calf to 
virulent bovine tuberculosis. Another calf was protected 
against virulent infection by its serum. 


ACID INTOXICATION: ITS SIGNIFICANCE IN . 


SURGICAL CONDITIONS. J. A. Ketty, Annals 
of Surgery, February, 1905. 

The author reports a series of cases which occurred while 
he was house-surgeon at the Boston City Hospital. In 
literature similar cases will be found classified as Ace- 
tonuria, Acetonemia and Aciduria, all presenting a change 
in metabolism with presence of acetone and diacetic acid 
in the urine. Of the 400 cases examined 46 showed 
symptoms of acid intoxication; in some clinical symptoms 
were grave, in others the routine urinary examination 
alone disclosed the condition. 

.. Acetone has been found independent of diabetes, though 
it was first noticed in this condition associated with dia- 
cetic acid and beta oxybutyric acid in the blood and urine. 
Diabetics were known to tolerate anesthesia poorly, but 
cases were reported in which non-diabetic patients showed 
acetone in the urine after operation. Many of these cases 
were not recognized as such but they closely correspond 
in type to Kelly’s cases. Most of them showed fatty liver 
on autopsy. In a great variety of diseases acetonuria 
has been found. In later stages of diabetes mellitus, in 
starvation, in malignant growths, in digestive disturbances, 
in septic processes general or local, in infectious fevers, 
in pregnancy with dead fetus, in certain psychoses, in 
auto-intoxication, in chronic morphinism, in phosphorous 
poisoning, following general anesthesia, in injuries to the 
cerebro-spinal system, in shock due to injuries, in cases 
associated with fatty liver and probably in cases of ure- 
mia; experimentally by phlorizin and extirpation of pan- 
creas and solar plexus. Normally about 3 grain of acetone 
to 3 L of urine is found; in diabetes as high as 100,000 
miligrammes may be excreted in 24 hours; in fatal acid 
intoxication as little as 142 milligrammes were found. 
The amount of acetone excreted is no indication of the severity 
of the case. Acetone itself is no toxic agent but it probably 
indicates the presence of the fatty acids. Fatty liver 
alone would not account for the condition, but with ace- 
tone, it most likely shows the excessive oxidation clinically 
evidenced by air hunger and bright color of mucous 
membranes. Whether the toxemia is due to fatty acids, 


to rapid destruction of proteid matter or to rapid elimina- 
tion of alkalies is uncertain; whether the toxic substances 
produce symptoms by acting on the psychomotor centres 
or actually producing increase of pressure upon them is 
also not proven. 

The sodio-nitro-prussiate test was employed for acetone, 
the ferric chloride test for diacetic acid; no quantitative 
determinations were attempted. A summary of conditions 
was as follows:—appendicitis 11; contusions and frac- 
tures 14; gastric disease 2; carcinoma 2; severe lacerated 
contused wounds 3; local septic processes 2; cerebral con- 
cussion 2; the rest of various kinds. In 17 cases symptoms 
were present at entrance; in 12 cases developed 24-48 hrs. 
after anesthesia; in 17 cases symptoms appeared later but 
without anesthesia. 

Cases seen from the onset first showed a iar apathy. 
This was accompanied by marked sweetish odor to the 
breath, distaste for food, slight increase of temperature 
and in most cases vomiting. The odor was the odor of 
acetone, sometimes faint, in others very marked. The 
vomiting, apparently without cause, occurred immedi- 
ately after taking food. The vomitus usually was greenish, 
clear, very acid; in some coffee-ground. Pulse showed in- 
crease in rapidity, decrease in tension; in severe cases 
— the fever reached 102°—-103°. The apathy alternated 
with restlessness; consciousness was retained until near 
the end, which was marked by cyanosis and failing of 
pulse and respiration. In mild cases the vomiting and 
apathy were less marked and within 2 to 3 days the 
symptoms disappeared. 

In mild cases no special treatment was required. Mouth 
feeding was stopped, and large doses of bicarbonate of 
soda were given. In the severe type, to this were added 
nutrient enemata and bicarbonate by rectum, subcutane- 
ously and usually without changing the 
acidity of the urine. ost effective was a 1-50,000 ad- 
renalin chlorid saline solution subcutaneously every 
8 to 12 hours, children receiving 200, adults 500 c.cm. 

No special treatment had any direct effect on the con- 
dition, the results depending on the stimulation and 
symptomatic treatment. The author gives a detailed 
account of the cases. 


TUBERCULAR PERITONITIS. Cuartes Mayo, Den- 
ver Medical Times, February, 1905. 

Mayo reports four cases—one man and three women— 
of tuberculous peritonitis in the upper zone of the abdo- 
men that recovered after laparotomy with removal of the 
fluid, although the source of infection was not determined. 
This last he considers wer important, however. When- 
ever possible he removes the original lesion, and closesthe 
abdomen without drainage, drying the peritoneum and 
leaving it to cure itself. The location of the greatest mat- 
ting, adhesions or exudate indicates the site of the in- 
fecting lesion. While tuberculosis of the uterus is uncom- 
mon during the menstrual life it is found before pubert 
and after the menopause. Tuberculosis of the tube is 
common, and may appear as a lupus in the mucous mem- 
brane. In some cases the tubal mass may be opened 
and evacuated of lupoid material, etc., leaving the outer 
layers of the tube in situ; the area being then treated 
with iodine or iodoform emulsion. The greater frequency 
of tuberculous peritonitis in women is due to tubal in- 
volvement. A tuberculous appendix may at times be 
diagnosticated in the early stage by thelarge size of the 
glands of the mesenteriolum. 


THE EXPECTANT TREATMENT OF APPENDICITIS. 
AN EXCURSION INTO THE FIELD BETWEEN 
SURGERY AND MEDICINE. A. C. BERNays, 
Medical News, February 25, 1905. 

Bernays advocates immediate a if the case is 
seen early. In cases in which the best time for operation 
is past he is in favor of free catharsis and enemata, copious 
and warm, thus differing diametrically from Ochsner. He 
restricts the food by mouth to a minimum of liquid 
nourishment, orders rest in bed, with large moist, warm, 
antiseptic poultices over the belly; he gives no opium. 
He operates upon these cases in the so-called interval. 
Many will prove technically difficult on account of ad- 
hesions. e has never experienced bad results such as 
bursting of abscesses from this form of treatment. 
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CLINICAL STUDIES IN URETERIC MEATOSCOPY. 
Wa ter C. Kiotz, New York. Medical News, New 
York, February 25, 1905. 

Klotz is of the opinion that while cystoscopic inspection 
of the meati of the ureters does not replace ureteral catheter- 
ization in all cases, it may be of very great diagnostic ser- 
vice in cases in which catheterization cannot be carried 
out. Before ureteric meatoscopy can be absolutely relied 
upon it is necessary to decide just what constitutes a nor- 
mal ureteric orifice, the causes of any pathologic changes, 
and whether the absence of changes make a negative di- 
agnosis safe. Witha view to determining the diagnostic 
value he has noted the observed changes in a number of 
cases. In four cases of nephrolithiasis a reddened and 
edematous mucous membrane surrounded the orifice of the 
diseased side, and in one case in which this change was not 
noted the calculus was found outside the wall of the ureter. 
In two cases in which changes were noted and no stone was 
found at operation, there remained the possibility that 
the stone had passed before cystoscopy, or hetween cysto- 
scopy and operation. In six other confirmed cases of renal 
disease changes in the orifice were found in five. 


SARCOMAS SUCCESSFULLY TREATED WITH THE 
X-RAYS. J. McMaster. Canada Lancet, Febru- 
ary, 1905. 

Treatment of sarcoma with the x-ray was wholly suc- 
cessful in five cases reported by McMaster.. In case 1 sar- 
coma of the right superior maxilla in a boy, fifteen applica- 
tions in 42 days caused great improvement. Surgical 
removal of the entire bone and tumor was followed by six 
more treatments. After three years there is no recurrence. 
In case 2, removal of a round-celled sarcoma from the 
parotid gland was followed by 50 x-ray treatments; 
and after two years there has been no recurrence. Case 
3, Similar to case 2, had a recurrence after erage The 
X-arys were used, (in conjunction with Coley’s toxins, 

ushed to the point of intolerance), and a cure is hoped 
or. Case 4, sarcoma occupying the entire side of the 
neck, was inoperable, and Coley’s fluid was used for five 
weeks without result. After x-ray treatment for ten 
months the case is practically cured. Incase 5, a sarcoma 
in front of the ear recurred twice after operations; but 
under x-ray treatment there is marked improvement 
and a full report is promised later. McMaster has con- 
fidence in the x-rays as a curative measure in cases of 
sarcoma. 


TRAITEMENT DU CANCER PAR LE RAYON RO- 

. ENTGEN. (TREATMENT OF CANCER By THE Ro- 

ENTGEN Rays). Dyemi, Pasua, Constantinople. 
Revue de Chirurgie, Paris. (XXV, No. 1). 

The writer reports seven cases of cancer treated with 
the x-rays with satisfactory result—three cases were 
cured, three improved. A case of sarcoma of the breast 
seemed rather to be aggravated by the treatment. Radi- 
otherapy, the author says, has a marked palliative effect 
in cases of advanced, deep-seated cancer, because of its 
good influence upon the cachectic condition. 


EXPERIENCES WITH X-RAYS IN LEUKEMIA. 
EISENREICH, WINKLER, WENDEL, SCHIEFFER. Miin- 
chener Medicinische Wochenschrift, January 24, 
1905. 

Meyer and Eisenreich report two cases of myeloid 
leukemia treated with excellent result, the general health 
being much improved and the working capacity restored 
in both patients. They gained in weight, with the pro- 
portion of hemoglobin and of red corpuscles approximating 
normal. Wendel has collected 38 cases from literature 
andone of hisown. He details the various cases and shows 
that more than 90 per cent were improved by treatment 
with the x-rays. The lymphoid affords scarcely as 
favorable a prognosis as the myeloid form, although cases 
of the former have benefited by the treatment. Schieffer 
reports that three out of five cases treated by him may be 
pronounced vj oh cured. One patient abandoned 
treatment after being much ir a by a few exposures, 
. and one, the disease being very far advanced, died. Schief- 
fer even compares the x-ray treatment of leuxemia with 
the administration of digitalis in heart affections. 


THE SURGICAL TREATMENT OF HEMORRHOIDS. 
Cuas. McBurney, N. Y. Med. Journ. and Phila. 
Med. Jour., March, 1905. 

McBurney deplores the fact that surgeons have no 
devoted sufficient thought to the subject, so that asepsis 
and painlessness are neglected and patients consequently 
often consult the quack. After mentioning the common 
causes, such as constipation, sedentary life, imperfect 
liver action, malposition and tumors of pelvic viscera, 
he states that painful externai piles may be cured by 
dilatation of the tightly contracted sphincter, under an 
anesthetic. Gentle force with the ns first antero- 

steriorly, then laterally, should be used. Subcutaneous 

emorrhages from rupture of an external hemorrhoid and 
formations of a coagulum is relieved by cutting down on 
the clot and turning it out under 2% cocain anesthesia. 

Where internal hemorrhoids exist and cause pain, 
hemorrhage etc., palliative treatment will fail. The in- 
jection method is often followed by sloughing. The 
clamp and cautery offer no special advantage, the resulting 
eschar is unsurgical; occasionally where there are one or 
two small vascular nodules or a singie dilated vein it may 
be indicated. In the Whitehead operation the whole 
‘‘pile-bearing area’’ is removed and the divided mucous 
membrane drawn down and sutured to the muco-cutane- 
ous junction; too frequently prolonged ulceration and 
intractable strictures result. 

McBurney recommends a modified Allingham operation. 
He especially urges the surgeon to determine before the 
anesthetic is administered, which parts require removal 
so that no unnecessarily extensive operation is performed. 
A dose of castor oil or other mild laxative is given during 
the evening before, a soap poultice to the perineum 6 hours 
os , an ordinary enema 2 hours before operation. 

he usual aseptic details, as in other operations, are 
scrupulously followed. The sphincter stretched with 
patient in the lithotomy position, the hemorrhoid to be 
removed is seized from side to side in a strong clamp and 
with a sharp knife the mucous membrane above and the 
skin below, are cut through parallel to the long axis of the 
tumor in such a fashion that the two incisions meet at an 
acute angle. The entire pile is then dissected upward re- 
moving no unnecessary tissue, the efferent artery and effe- 
rent veins caught in one ligature and the entire mass 
removed. Careful hemostasis is followed by accurate run- 
ning suture with fine catgut, complete approximation of 
skin and mucosa being obtained. One or two more hemor- 
rhoids may be removed at the same sitting, care being taken 
not to cut into one wound whiie making another, but more 
is not advisable, as too much mucous membrane may be re- 
moved. Usually on re-examination at a later date the con- 
dition will have been so improved that no further interfer- 
enceis indicated. The wound is washed; gr } of morphine 
or gr i of opium introduced in suppository form. A well 
fitting T bandage of canton flannel 12 inches wide on the ab- 
domen, 8 along the perineal portion, is snugly i after 
a large quantity of loose gauze and cotton have been placed 
aver the perineum, thus eo the parts and re- 
lieving the levator ani by pushing anus and rectum into 
the pelvis. Extract of opium gr. } is eo every 8 
hours; after the first day a very limited mixed diet; 
change of dressing on the second or third day, and castor 
oil on the 6th or 7th, complete the treatment. Males are 
encouraged to urinate of their own accord, females are 
catheterized. 


DUODENAL ULCER; with notes of 52 operations (51 
cases). B. G. A. The Lancet, London, 
February 11, 1905. 

Moynihan gives in detail the history of these cases, 
with an interesting report of the success of operation. 
The ulcers, he says, may be multiple, though they are 
usually solitary, and their association with gastric ulcers 
is more common than is generally supposed, gastric ulcers 
being present in 22 of his cases. The ulcers may occur 
at any age, his cases covering the period of from 19 to 61 
years. e found perforations in patients ranging from 17 
to 44 years of age; and of these 5 recovered and 2 died. 
Of 22 cases operated on for duodenal ulcer associated with 

astric ulcer, 1 died; and in 23 operative cases with duo- 

- at ulcer alone, there was 1 death. He describes the 
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toms of duodenal ulcers, and the complications. 
Of the 51 Cases, 32 were males and 19 were females. 


PYLOROPLASTY. Remarks on seventeen cases, with 
after-history for periods varying from ten years to 
five years and three months after treatment. 
RUTHERFORD Morison. The Lancet, London, Feb- 
ruary II, 1905. 

Morison reports twenty consecutive cases, with their 
subseqeuent histories. e states that cases suitable for 
pyloroplasty are those with a history of long-standing 
stomach trouble, copious, foul vomiting toward night— 
thin patients with dilated stomachs and a pelpshie. mov- 
able nodule in the pylorus. In eight cases the result of 
the operation was complete recovery, while six others 
complained of symptoms more or less troublesome, though 
they are much improved. One patient died eighteen 
months after operation from cancer of the pylorus, the 
malignant stricture having been mistaken for a simple one. 
One died two years and four months after operation, of 
phthisis pulmonalis, though there was no recurrence of 
stomach symptoms. In two cases there was recurrence 
due to stricture, and one case recurred, ough it was sup- 
posed that neurosis was the underlying trouble. 


HERNIA OF THE OVARY. H. Heecarp. Langen- 
beck’s Archiv f. Klinische Chirurgie. Vol. 75, Heft 2 
The usually accepted theory that the canal of Nuck is 
regularly patent in women and that the descent of the 
ovary into this canal can be compared to the descent of the 
testicle is fallacious, according to Heegard. Only in rare 
' instances is the inguinal canal present or supplied with a 
peritoneal pouch. If this hernial orifice is‘present the 
descent of the ovary is readily understood when we con- 
sider its smooth oval shape, free mobility and high position 
in the pelvis in children. Intra-abdominal pressure— 
screaming, coughing, etc., will act as causative factors; 
where the hernia is complicated by congenital malforma- 
tions, or appears in later life, the presence of the peritoneal 
uch and the increase of abdominal pressure must still 
regarded as the sole factors. Crural hernias are more 
infrequent; ischiadic very rare. In children both ovary 
and tube is usually in the hernia, the ovary soon becoming 
adherent; in adults the ovary alone is more often present; 
of course other abdominal viscera may be contained in 
larger ruptures. The functional activity of the ovary is 
not interrupted; hence monthly congestion and pain, 
ectopic gestation within the hernia, torsion with symp- 
toms of incarceration and cystic degeneration, all have 
occurred. Diagnostically, monthly swelling, direct con- 
tinuity demonstrated between uterus and adnexa in the 
sac by means of vaginal or rectal examination are most 
important; any or all other symptoms of hernia may be 
resent. Treatment corresponds with the usual rules. 
axis is but rarely indicated. Open herniotomy with 
teposition of the ovary where this is possible (and not 
contra-indicated by degeneration, torsion or gangrene), 
should be performed. 


PYELITIS COMPLICATING PREGNANCY. A. B. 
Spatpinc. Journal of Obstetrics, February, 1905. 
, The condition is not infrequent; Cragin saw four cases 
mone year. Usually the right kidney is affected, pro- 
bably because the right ureter is more subject to com- 
Pression as the uterus is obliquely inclined toward the 
Tight, and the presenting part is more often in the right 
oblique. The obstructed urine is a favorable soil for 
bacteria, the colon bacillus being most frequently encoun- 
tered, though strepto-and gonococci are also found. The 
symptoms are few and misleading; cystitis may precede 
but more often follows the attack; chills are frequent; 
the temperature is irregular varying from 100° to ro my F. 
in favorable cases lasting only one week. Pain is sha: 
and may be referred to the kidney region or to McBurney’s 
t. The diagnosis must be made by excluding the 
eévers, appendicitis, salpingitis or cholecystitis. The 
urine will contain much pus and be acid, cloudy, with al- 
n, casts and bacteria, though the last three may be 
Wanting. The prognosis is serious, as pyelo-nephritis 
or double kidney lesion may develop; the fetus is en- 
gered by the temperatures. The treatment con- 


sists of rest in bed, milk diet, local application of cold, 
forced fluids with urinary antiseptics, and hydrotherapy 
to relieve the hyperpyrexia. In rare instances surgical 
interference with the kidney or induction of premature 
labor may be indicated. The author reports one case, the 
patient having had a nephrotomy four months before 
pregnancy, after infection due to a cystitis. In the 18th 

of pregnancy a pyelitis developed but recovery took 
place under medical treatment. 


MISUSE OF TENDON TRANSPLANTATION. H. 
OppENHEIM. Berliner Klin. Wochenschrijt, Febru- 


ary, 1905. 

Undoubtedly tendon transplantation is indicated in old 
cases of acute anterior poliomyelitis but Oppenheim, in his 
large experience, has frequently been asked to advise 
operation in recent still progressing cases, in complete 
paraplegias and in progressive muscular atrophies or cases 
of chronic anterior poliomyelitis in which the advancing 
condition was sure to nullify any immediate operative 
improvement within a short space of time. In one in- 
stance, that the paralysis resulted from a tumor of the cord, 
though accompanied by girdle and other sensory symp- 
toms, was overlooked or neglected by an over-eager sur- 
a and the patient uselessly subjected to operative inter- 
erence which the advancing palsy soon rendered useless. 

He strongly impresses upon the conscience of the sur- 
geon or orthopedist the necessity of making sure that he 
is dealing with a process which has reached its completion 
and not with a progressive disease. 


SPINAL ANESTHESIA IN OBSTETRICS AND GYNE- 
COLOGY. J. Mo.ier. Monatschrift F. Geburt- 
shiilfe und Gynekologie, February 1905. 

The author employed local skin anethesia before in- 
troducing the trocar ‘between the 4th and sth lumbar 
vertebre. After spinal fluid began to appear 1 c.cm. of 
1-2000 adrenalin solution was injected followed in five 
minutes by a 1% cocain solution varying in quantity 
from 0.8c.cm to1.5¢c.cm. Thirty-two obstetrical cases 
were treated. No bad effects on the fetus, no change in 
the third stage or in the subsequent involution of the 
uterus were noted. Anesthesia appeared in course of a 
few minutes, after five to ten minutes general malaise and 
in some cases severe vomiting and headache were annoy- 
ing. symptoms; one serious collapse occurred. 

terine activity is somewhat inhibited by the injec- 

tion, but most striking is the fact that as soon as anal- 

esia occurs the patients cease to assist with the abdom- 
inal muscles, consequently labor is prolonged. 

Tropakokain was used in nine cases—2 c.cm. of a 
24% solution in .9% saline solution. No unpleasant 
symptoms jg a during labor, but post-partum two 
cases showed high temperatures three and twelve hours 
after the labor was ended and several suffered with per- 
sistent headache. The injections should be made about 
1 to 14 hours before the expected termination of the labor. 
They are indicated in very painful labors and especially 
where operative interference is required. In eclampsia 
the author has no experience with the method, but in the 
hands of others it has not proved useful. In general 
practice chloroform is to be preferred. 

In 19 gynecological cases the spinal anesthesia proved 
effectual where the length of operation did not exceed one 
hour and where the peritoneum was not opened. Chloro- 
form may be given without danger if necessary and but 
small quantities are needed. 


POINTS IN THE TECHNIC OF ASEPTIC OPERA- 
TIN Henry T. Byrorp, Journal American 
Medical Association, March 11, 1905. 

Byford does not. regard rubber gloves as an ideal coating, 
since they not only interfere with delicacy of manipulation 
but they excite perspiration which may at any moment, 
through a tear or = in the glove, convey infection 
to the patient. ating the hands with gutta-percha 


is open to the same objection—a scratch would liberate 
an accumulation of infectious material. The old way of 
thoroughly cleansing the hands and then applying a 
germicide that wil! harden the surface and check per- 
spiration, and that can be removed from time to time 

uring a long operation, seems to be very nearly the ideal 
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method of treating a surface that cannot be sterilized 
except in the most superficial manner. 

Since the bristles of the brush cannot enter the pores 
of the skin, in addition to scrubbing the hands a certain 
amount of soaking is necessary to loosen the dirt that we 
cannot reach. Twenty minutes of soaking in soapy, 
frequently changed water in a basin is better than washing 
under running water. After cleansing with green soap, 
matter that may be insoluble in the alkali is to be removed 
by brief soaking in dilute acetic, citric or oxalic acid 
solution. A further scrubbing with 90 or 95 per cent. 
alcohol will penetrate deeper, harden the cuticle, and tend 
to imprison the unreachable staphylococci. 

This preparation should be sufficient for a short opera- 
tion, but for a long one a further scrubbing and soaking 
for five minutes in a 1-2000 aqueous solution of mercuric 
chlorid is recommended. The hardened film is probably 
worked off during a pee operation but it can be 
renewed by dipping the hands and arms in the mercuric 
chlorid solution every ten or fifteen minutes. The practice 
of covering the arms with sterile sleeves is open tothe 
objection that the more or less loose folds are apt to catch 
up dirt and carry it into the field of operation without 
being noticed, while in the case of the hare arms contact 
with unsterilized articles is felt by the operator. 

With the ordinary poepeetons for operations it is true 
that there is danger of the antiseptic solution in use during 
the operation being brought into contact with and irritat- 
ing the peritoneum. To exercise due care in this matter 
the operator should have three basins within easy reach, 
two filled with warm, sterile water, and one with a 
warm 1-—2000 mercuric chlorid ‘solution. Dip the hands 
first into a basin of warm water to remove the blood, 
then into the solution, and lastly into the other basin of 
water to remove the excess of mercuric chlorid. 

In the matter of dressings also there is danger from such 
as do not insure perfect dryness of the skin, for germs re- 
quire moisture for their development. Dry dressings over 
peritoneal sutures should be changed every four hours, 
and oftener if they become saturated. 


GLYCERINE AND ESPECIALLY BOROGLYCERIDES 
IN THE TREATMENT OF WOUNDS AND IN 
PYODERMIA. Gattois, FLouRENS AND WALTERS 
Revue francatse de Medectne et Chirurgie. 

The most varied purulent skin diseases such as furuncles, 
 eaggoees anthrax, pyodermia, impetigo, and burns have 

en treated with a glycerine or 10% _ boroglycerine 
dressing. Absorbcnt cotton is moistened in strong boric 
acid solution, then saturated with acid-free glycerine, 
placed upon the diseased spot and covered with non- 
absorbent cotton. Where there is free discharge daily 

change of dressing is required. The sole objection is a 

burning sensation produced by the application of the 

dressing but the pain ceases in the course of a few minutes. 

The advantage of this dressing is presumed to lie in the 

strong affinity for water displayed by the glycerine. thus 

causing a current from the wound into the dressing and 
aiding the absorption of the pus. 


RIGA’S DISEASE. A. Moucuet, Gasette des Hépitaux, 


1905. 
In iiste aleades a small ulcerating area is found at the 
frenulum of the tongue in young. usually nursing infants. 
up to the eighteenth month. The edges of the ulcer are 
smooth, the surface slightly raised by the infiltration and 
situated directly upon the frenulum. This single ulcer 
is covered with a filmy coat or sometimes with thick 
exudates which are removed with difficulty and readily 
recur. In the patients we usually find one of two condi- 
tions obtaining—either there are sharp incisor teeth or the 
infant is suffering from gastro-enteritis. Usually cauteri- 
zation with silver nitrate or tincture of iodine will suffice. 
More rarely, surgical interference will be required in ob- 
stinate cases. 


NEPHROURETERECTOMY FOR TUBERCULOUS 
DISEASE, WITH A DESCRIPTION OF A NEW 
TECHNIC. Epwarp Reynotps, American Medi- 
cine, Philadelphia, February 25th, rgos. 

Reynolds condemns the indiscriminate application of 
nephrectomy to all cases of renal tuberculosis. He separ- 


ates his cases, broadly, into two classes: First, cases in 
which the disease is advanced, the constitutional failure 
marked. For these he recommends hygienic treatment 
not with the idea of cure, but as a means of relief from 
extreme suffering. Second, cases in which the constitu- 
tional condition is fairly good, and in which the disease 
can be conclusively demonstrated to be limited to the 
genito-urinary system, and unilateral. In such, radical 
cure may be hoped for. 

For the operation, the patient is placed on the healthy 
side, with knees almost straight; and negative abdominal 
pressure is obtained by rolling the patient backward. Fat 
=: with pendulous abdomen, may be rolled fairly far 

ack, while thin subjects will lie nearly on their ‘side. 
Elevating the bottom of the table slightly is advantageous. 
The incision is from 4 inch in front of the lowest costal 
cartilage to 1 inch within the anterior superior spine. 
When the kidney is exposed the negative pressure, and 
retraction of the lumbar muscles, allows the anterior sur- 
face of the kidney and its vessels to be readily inspected. 
The ureter can be followed down by feeling the peritoneum 
chiefly forward. A Sims’ speculum at the lower angle, 
pulled upward toward the ceiling, and separating the 
peritoneum transversly at the base of the broad ligament, 


allows the pelvic course of the ureter to be exposed. The ° 


ureter is cut off, after ligation, close to the bladder, and 
the stump cauterized with pure carbolic acid. Reynolds 
usually employs no drainage. He reports seven cases of 
complete operation, and no deaths. 

After a study of 9 simple nephrectomies and of these 
7 complete nephroureterectomies, Reynolds is satisfied 
that the radical operation shortens the period during which 
symptoms may persist. In 2 of the 9 cases of nephrectomy 
he was obliged to perform ureterectomy as a secondary 
operation. 


A REVIEW OF ONE THOUSAND OPERATIONS FOR 
GALL STONE DISEASE, WITH SPECIAL RE- 
FERENCE TO THE MORTALITY. W. J. ann 
C. H. Mayo, Am. Journ. Med. Sciences, March, 1905. 

The series extends from 1891 to 1904. The entire mor- 
tality (this includes all patients who failed to leave the 
hospital alive, no matter after how long a period) was 5%. 
In the benign series, 960 cases, 427% died; of the 40 
malignant cases 22% succumbed. here the disease 
was limited to the gall-bladder the mortality was 2.4%. 
Of the benign common duct operations 11.7% died in 137 
cases; the malignant were discouraging as few were pally 
benefited. In two cases of cholecystectomy malignant 
disease was found by microscopical examination; both 
have remained well (over 2 years). Next to malignancy 
and acute perforative infection of the gall-bladder and 
pancreas, the most serious thing that can happen is in- 
volvement of the common duct of the liver—mortality of 
2.4% ae 820 cases) versus 11.7% (in 137 cases). 

Cholecystostomy is a safe operation, a removal of the vis- 
cus only being performed under certain conditions. Cys- 
tectomy should be done when the bladder is cystic or when 
a stone is impacted in the cystic duct (danger of stricture), 
if the duct is injured during removal of a calculus, if the 
bladder is thickened. If bile is found at time of operation 
drainage may be practiced. They look upon cholecystitis 
without stones with suspicion and palpate duodenum 
stomach, pancreas, right kidney and appendix. The gall- 
bladder should be thickened, the neighboring lymph 
glands enlarged, the bile tarry and the mucosa covered 
with fibrous specks before the diagnosis is allowed. 

In jaundiced pee with symptoms of liver infection 
drainage of the bladder is indicated. Only 2 out of every 
5 cases have shown necessity for performing a chole- 
cystectomy and then for the conditions mentioned above. 

he seriousness and high mortality of common duct sur- 
gery does not depend upon the difficulty or long duration 
of the operation but upon the jaundice and the infection 
which may extend to the minutest ramifications of the 
bile ducts. When the stone passes into the duct, infection 
and jaundice are well marked but during the interval the 
mortality was no more than 2%. Most of these patients 
have, however, before they are seen, either passed the stage 
of intermission or never have it. The ague symptoms 
with increasing jaundice, decline, moderate pain an 
nausea are pathognomonic. Extreme bile stasis invites: 
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t-operative infection, while petechie are usuauy fol- 
lowed by death from capillary oozing. Calcium chlorid 
before operation was regularly used but its effect is doubt- 
ful. 
Those patients with extreme obstructive jaundice, 
without bile in the passages, the common and hepatic duct 
containing clear fluid, all died—the liver seems put out 
of action. In earlier stages of this condition the ducts 
contained a thick flocculent bile of greenish color; half 
of these recovered. 

No stones reformed in the gall-bladder after cholecystos- 
tomy, but in 2 cases common duct stones were found, 
once after gall-bladder stone removal, once after common 
duct. Liver duct stones were always due to blocking of the 
papilla by a gall-bladder stone. In the 1000 operations 
the common duct was involved in 14.6%. 


FAT EMBOLISM OF THE LUNG, FOLLOWING FRAC- 
TURES. F.G.Connety. Journ Am. Med. Ass’n. 
February 25, 1905. 

At least 250 cases have been reported. At the site of 
fracture veins, prevented from collapsing by the bon 
walls, are torn, and the fat, freed from its cell membrane, is 
carried off into the circulation. When it reaches terminal 
vessels in the lung, kidney or, especially, the brain, symp- 
toms arise. The fractures are chiefly those of the ex- 
tremities and robust, middle aged subjects are most prone 
to this complication. Other causes are surgical operations, 
inflammation of bone or periosteum, fatty changes in the 
vessel walls, etc. There usually is a period of euphoria 
which may last three to four days. Fat may appear 
macroscopically in the urine, more often only microscopi- 
cally. ebility, malaise and anxiety followed by som- 
nolence then are noticed. The es. ge is supposed to be 
cerebral in origin. aa ag irregular and weak heart action 
is usually present; the temperature varies in different 
cases. cpecwee! diminution of reflexes and of the 
cutaneous sensibility, probably central, are found. Dif- 
ferentially shock, sepsis, pulmonary embolism, effects of 
anesthetics, congestion of lungs or kidneys, cerebral 
hemorrhage and concussion, or atheroma of the coronaries 
must be considered. Prognosis is not known, as mild 
cases are overlooked, and severe ones are often not diag- 
nosed. Prophylaxis in handling the injured limb and 
judicious cardiac stimulation are indicated. The author 
reports two cases terminating in recovery. 


A SHORT NOTE ON SUBCUTANEOUS ALIMEN- 
TATION. ArtHuRE. BARKER. American Medicine 
February 11, 1905. 

Barker discusses the injection of fluid in bulk into the 
subcutaneous veins and tissues in extreme exhaustion. 
In cases where vomiting, or inability to ingest food, deprives 
the system of its water, various symptoms arise, including 
general asthenia and nervous manifestations; in infectious 
diseases toxines and bateria accumulate, etc. By infusion 
water is restored to the tissues whether the loss is from 
inability to ingest as in pyloric stenosis, or from hemorrhage 
as in surgical procedures. The infusion not only supplies 
fluid, some solutions may aid leuco-and phago-cytosis. 
By shaking up the saline with air, oxygen may be intro- 
duced into the blood. In these solutions sodium chlorid 
is added to make the fluid isotonic but can nutritive 
elements also be added? The requisites are a sterile, 
isotonic, nutritive solution. By means of the lowering 
of the freezing point of a solution to 0.°56 C which cor- 
—— to the freezing point of blood, we find that .9% 
sodium chloride, and a 5% glucose solution are isotonic. 
The combined glucose and salt solution are boiled and 
used slightly above blood heat, by the usual method of 
subcutaneous infusion. The author has little experience 
with Lennander’s subcutaneous use of sterile olive oil. 


THE ACTIVE ‘TREATMENT OF GONORRHEA IN 
ITS EARLY STAGES. Frep. J. Cotton. Bost. 
Med. and Surg. Journ. February 9, 1905. 

_ Gonorrhea should ‘be actively treated, and not pallia- 
tively with the hope that it will run a self-limited course. 
The writer’s method is a combination of the modern 
irrigation method with the still more modern germicidal 
treatment, which is no new scheme, but the details are 
here worked out according to the author’s experience. 


In the first stage the infection possibly is amenable to 

ermicides alone; in the second, with deep infiltration and 
infection, the object is to promote elimination and destruc- 
tion of the gonococci and hinder the spread of the disease 
backward. In the final stage a muco-purulent catarrh 
requires treatment. 

n early cases he uses gravity irrigation with 1-6000 per- 
manganate of potash, followed at once by injection of 5% 
argyrol or protargol held in five minutes. In a few days 
the strength is raised to 10% held in fifteen to twenty 
minutes. This is done twice daily for three to four days, 
then only once daily. When first seen with discharge, 
ardor and stiff urethra he uses permanganate alone for three 
to four treatments, then << or protargol in addition. 
With posterior urethritis, Cotton adds a posterior irriga- 
tion every fourth day. Persistence of shreads are treated 
with zinc up to 1%. No catheter is used for the 
irrigation. Reports ten unselected cases. Regards phimo- 
sis, folliculitis, etc. as possible contraindications. The 
irrigation acts as a local anesthetic and permits higher 
percentages of silver to be used without causing pain. 


A BACTERIOLOGICAL STUDY OF THE BLANK 
CARTRIDGE. D. H. Do Journ. Am. Med. 
Association, February 11, 1905. 

Of 392 cases of tetanus incident to accidents on July 
4th, 1902, 363 followed wounds from blank cartridges and 
the toy pistol. The results of the bacteriological ex- 
amination of the cartridge obtained from three companies 
were as follows: 

Bacillus Aerogenes Capsulatus was present in a large 
proportion of the wads examined (all three makes). e 
wads of one company uniformally produced tetanus by 
animal inoculation. ‘The powder was negative as regards 
these two classes of germs. : 


OBSERVATIONS ON TWENTY-EIGHT CASES OF 
PERINEAL PROSTATECTOMY. J. B. Squier, 
Medical News, February 18, 1905. 

The perineal route is again in favor. The dangers in- 
cident to’operation on the prostate are chiefly due to the 
debilitated condition of the patients. The advantages 
are low mortality, completeness of result and openness 
to visual dissection. Calculi and enlarged middle lobe 
can be dealt with by this method just as well as by the 
suprapubic operation. The symptoms are usually greatly 
disproportionate to the size of the prostate. Seven 
suprapubic cases of which three died (one shock, two 
uremia), and 21 perineal cases with two deaths (one 
uremia, one acute suppression) are reported. The median 
vertical incision was used. The rectum was opened in 
two cases of which one retained a permanent recto-urethral 
fistula, the urine being expelled per anum. Sexual 
cohabitation is possible in many cases, sterility probably 
results in all; this applies as well to the suprapubic route. 
Seven cases were followed by epididymitis, usually on the 

th or roth day. One epididymitis was suppurative. 

ying the ejaculatory ducts preliminary to operation may 
avoid this complication. The tube and drains are removed 
after 24 to 48 hours unless severe cystitis exists; the 
patients are gotten out of bed early. After-treatment, 
directed against the cystitis and loss of muscular tone, 
must be continued for months. No perineal sinus per- 

sisted longer than six weeks. j 


TRAUMATIC LUMBAGO. F. Romer The Laneet, 
February 18, 1905. 

Under this name the author classifies conditions in 
which pain and stiffness in the lumbar region persist long 
after the immediate and acute effects have passed away. 
He ascribes the symptoms to adhesions, probably among 
the tendons and muscles of the back, perhaps also affect- 
ing the structures of the sacro-iliac group. 

here is usually a history of a slight sprain of the back, 
generally relieved by a few days rest but without complete 
recovery; the lumbar stiffness persisting and the pain 
reappearing and remaining most acute atonespot Ordin- 
ary treatment directed against lumbago proves unavailing. 
The lumbar muscles are wasted and on the affected side 
rigid and contracted. . 

The patient is anesthetetized, sat up in bed, and the 
spine forcibly flexed and extended by keeping one hand 
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PROGRESS IN SURGERY AND GYNECOLOGY. 


APRIL, 1905. 


against the diseased parts and bending the trunk forward 
and backward. Six hours afterward, massage is begun, 
followed later by gymnastic movements and swimming 


rts six cases, allin males, who were romptly 
cured by this treatment. Care must be taken to differents- 
ate these cases from the beginning of spinal cases, the 
onset of which is sometimes characterized by no other 
symptoms than slight stiffness and pain. 


ETUDE CRITIQUE SUR L’OPERATION DE TREN- 
DELENBURG. (Criticat Stupy or TRENDELEN- 
BURG’S OPERATION.) C. VIANNAY; Revue de Chi- 
rurgiei, Vol. XXV, No. r. 

Viannay, n his critical study of the operation of Tren- 
remarks that though Trendelenburg was the 
first to determine the pathologic physiology of the cir- 
culation in the varicose saphena and to apply ligation 
systematically, each operator, while accepting the facts 
he established, has his own special technic for treating the 
trouble. Viannay himself is convinced, by his experiments 
on the cadaver and a wide clinical experience, that ex- 
cision of a portion of the saphena near its entrance into 
the femoral vein offers a better guarantee against a re- 
newal of the superficial circulation than operations lower 
down. Multiple resections and complete extirpation of 
the vein are not more effectual than is high resection alone. 
After isolation and ligation of the vein careful examination 
should be made with a grooved sound to discover every 
affluent and collateral or double vein. Where there is a 
double saphena, the two trunks are in proximity as they 
approach the femoral vein, and at this point the second 
one will be found. 


THE PROPHYLAXIS OF PUERPERAL FEVERS. 
Crept. Zentralblatt fur Chirurgie, February, 


1905. 
We are unable to judge whether the apparently healthy 
eye of the newborn contains pathogenic germs, and yet 
we invariably use antiseptics prophylactically. Why not 
use a similar method in puerperal women? Yearly from 
6,000 to 7,000 women die of puerperal sepsis in the Ger- 
man empire. The physician and midwife practice asepsis 
and antisepsis before and during labor but after the birth 
the principle is to leave the genitalia untouched. Credé 
roposes as a routine, and especially in cases in which 
ebrile symptoms develop, immediately after completion 
of the third stage, to introduce a collargol vaginal globule 
close to the crevix and then to fill the vagina with sterile 
gauze. The collargol dissolves slowly and reaches all 
abrasions, also sterilizing the secretions. If infection 
has already taken place it wiil run a milder course. When 
symptoms arise he uses daily douches of collargol water 
(1-5000 to 2-5000), renewing the globule after each 
douche. _When general symptoms appear he at once in- 
stitutes inunction with silver, or collargol enemata; in 
severe cases 8 to 10 c.cm. of 2% collargol are injected intra- 
venously. 

In laparatomies* Credé pours a 1% collargol solution 
into the exposed peritoneal parts, wounds and cavities 
allowing a coating of silver to form. 

The vaginal globules are composed of; collargol 0.5 
(to 1.0); talc. pulv. 0.5 to 1.0; ol. cacao 19.0. Fiant 
globuli No. 10. Preserve in a glass receptacle. 


FOUR CASES OF CHANCRE OF THE LIP. C. M 
Medical Record, February 2 5:1905- 

Williams emphasizes the fact that extragenital chancres 
are not rare. Hus cases were all seen within 44 months 
at the New York Skin and Cancer Hospital; one was a 
woman, three were men. In the case of the woman no 
etiology could be obtained; the men probably acquired 
their sores by kissing. The author gives warning against 
the sonar of such cases infecting drinking and eating 
utensils. 


REMARKS UPON THE SURGICAL ASPECTS OF 
TUMORS OF THE CEREBELLUM. C. H. Fraz- 
1ER. New York Medical Journal and Phila. Med. 
Journal, February 11th and 18th, 1905. 

The technical difficulties will always remain great. As 

» goon as a diagnosis is made, even without exact localization, 

an exploratory operation should be performed and no 


valuable time lost in giving a long course of antisyphilitic 
treatment. Palliative operation (removal of part of the 
cerebellar hemisphere) will at least relieve for a time the 
headache, vertigo, vomiting and blindness usually en- 
countered. 
The patient is operated upon with head somewhat 
elevated to reduce the hemorrhage. The incision extends 
from the mastoid tip on the affected side to the median 
line, running one centimeter above and parallel to the 
superior curved line. No bone flap is formed; the bone’ 
is first attacked midway between the mastoid and the 
median line and a rongeur used to enlarge the opening. 
A dural flap is turned down and the cerebellum pa ated 
and examined. — portions of this part of the featn 
may be removed with impunity. The author then goes 
into technical details which cannot be given in the space 
of a review. He warns against puncturing the ventricle 
and against traction or pressure on the medulla. Opera- 
tion should be undertaken in two stages when the patient’s 
condition is poor. Where the diagnosis between a tumor 
of the occipital lobe and a cerebellar neoplasm cannot be 
made a preliminary craniotomy can precede the cerebellar 
operation. The author has performed six operations with 
one death, two recovered after removal of tumors, one 
after draining of a cyst, one improved, one unimproved. 
The 116 reported cases show a mortality of 35%; 24% 
— recovery; 28 improved, the rest unimproved. 
In the last few years the mortality has fallen from 70% to 


THERAPEUTIC URETERAL CATHETERIZATION. 
G. V. Ittyés. Deutsche Zeitsschrift f. Chirurgie, 
January, 1905. 

Ureteral catheterization has become fully recognized as 

a diagnostic measure, but the author recommends it as a 

therapeutic procedure to avoid more serious operative 

interference. He used it with success in a case of floating 
kidney with renal calculi in which the pelvis of the kidney 
was repeatedly washed out after the stone had been pushed 
aside, and after nephrotomy the inflamed ureter and pelvis 
were irrigated with a 4% solution of warm boric acid daily 
for one week. A case of pyelitis with fever and gastric 
symptoms was relieved by permitting the catheter to 
remain in situ thus affording free drainage to the stagnant, 

infected urine. A palliation of symptoms occurred in a 

right tuberculous pyelonephritis with retention, the patient 

refusing operation; especially it alleviated the pain. Ina 
double pyelonephritis. in which operative interference 
was contra-indicated the infection was controlled and 

pain modified by occasional ureteral irrigations. In a 

case of pyonephrosis due to stones, retention following 

nephrotomy could not be relieved by the catheter as — 
the stricture became impermeable and nephrectomy was 
performed. In a case of ascending pyonephrosis the 
ureter was no longer patent; after nephrotomy a catheter 
was introduced (retrograde) and later followed by Albar- 
ran’s dilatation catheter;—the result was a patent ureter. 

In another, a double kidney infection, resulting from 

extrophy of the bladder, was kept under control by fre- 

quent irrigation of the pelvis with sterile water followed 
by 20-30 c.cm. of 1% and 2% silver solution. 


“I. K. I.” METHOD OF STERILIZING CATGUT. 
F. W. Jounson, Boston Medical and Surgical Journal, 
February 9, 1905. 

Claudius’ method ‘of preparing catgut requires that 
clean, strong gut should be used. Before sterilization 
each strand must be carefully stretched. It should be 
wound on reels, and not too much put on one reel, as the 
solution should have easy access. Before using the gut, 
wash off rapidly with sterile water. 

The solution is: iodine one part, potasium iodide one 
part, distilled water to 100 parts. (The gut should be left 
in this 8 days). The advantages of the method are: 
sterile gut, ease of preparation, healing by first intention, 
an animal suture material that ties like silk and does not 
slip. It should not be used in vaginal plastics as it 1r- 
ritates the mucous membrane. 

Elaborate cultural tests by numerous authors have 
proved its antiseptic properties. Unused portions of gut 
may be replaced in the stock solution for subsequent 
employment. 
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X-RAY BURNS. 


By L.R. McCreapy, M. D., Grand Rapids, Mich. 

During the last few years there has been brought 
to a high standard of excellence many forms of 
apparatus suitable for the development and ad- 
ministration of the newer discovered agents which 
for convenience we call “rays.’’ Throughout the 
entire civilized world, the general practitioner 
as well as the specialist has watched with much 
interest the results of these agents in overcoming 
disease. Medical journals and the public press 
have day by day reported the results achieved until 
at this date it is a recognized fact that Ray treat- 
ment occupies in medicine, a position second to none. 

Nevertheless in spite of the great strides made in 
this direction, there still exists in the minds of both 
the operator and subject a fear that harm may be 
done to healthy tissues, by improper handling of 
these elements and we daily observe reports of 
burns resulting that have resisted treatment until 
fatal results develop. 

Continued administration of Rays, whether the 
X-Rays, Violet Rays, Actinic Rays or in fact light 
rays of any form, developed by artificial means, 
when confined to any one locality for a protracted 


length of time, are capable of doing great harm. 
Yet in the hands of careful operators we have here 
the greatest known remedy for many forms of 
disease, in particular tubercular diseases of the skin, 
Lupus, Epithelioma, etc. 

Authorities differ as to how these rays can be ap- 
plied to produce results and while one operator states 
that results can be obtained without producing even 
a dermatitis, others claim that it is impossible. 

In the treatment of many hundred patients | 
have yet to find a case that is not more or less 
susceptible to the actions of these rays in one of 
their forms but I find that the degree varies 
enomously. In many cases I have found it ab- 
solutely necessary to produce a dermatitis in order 
to secure desired results. 

I find that a dermatitis confined to a small area 
is absolutely harmless. On the other hand, the 
careless handling of these agents may produce not 
only painful burns, but fatal results. 

Radiant heat rays, ordinary light, ultra-violet 
and Réntgen rays produce burns of much dif- 
ferent intensity and effect. I have seen serious 
dermatitis produced from the too long continued 
use of the high frequency currents and ordinary 
light as well as from the X-Ray. 
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In the treatment of Ray burns medical literature 
contains but little of real value and the reports of 
results and deductions as to the modus operandi 
of handling this difficulty have been both immature 
and unsatisfactory. 

The use of nearly all of the antiseptic products 
of the day have their advocates, while some opera- 
tors claim that results of treatment are so unsatis- 
factory as to be classed as impossible. The use of 
caustic agents, acids, oils, etc., are to be condemned 
as useless. In a routine practice burns are sure 
to occur and must be treated in a scientific manner. 
The question arises of what this treatment must 
consist. 

In the writer’s hands the treatment of the X- 
Ray and Violet Ray burns has been to give im- 
mediate attention to the case on the first symptom 
appearing and to at once expose the effected part 
to the action of the Minin light, using the light 
until the heat rays become painful. The next pro- 
ceeding is to cover the surface with a bland unir- 
ritating alkaline solution, covering with gauze and 
a close fitting rubber bandage, or adhesive straps. 
This dressing is only to be removed once in 24 
hours when the solution is to be reapplied. This 
solution can consist of Sodium Bicarbonate or such 


an alkaline fluid as is obtainable. The writer has 
found that the most gratifying results are to be 
obtained by using the alkaline glycerine solution 
that is on the market under the name of Glyco- 
Thymoline and is of the opinion that the above 
remedy being of standard strength, gives results, 
leaving nothing to be desired. The non-irritating 
properties of Glyco-Thymoline allow of its being 
used at full strength while the composition is such 
that the dressings remain wet for a much longer 
time than with other remedies, which is an all im- 
portant fact. 

The writer has followed as a routine proceeding, 
the application of a compress of Glyco-Thymoline 
after each and every treatment in all skin lesions 
treated with the Rays and finds that with this 
method, resolution takes place much more rapidly 
and that the patient is grateful for the relief ob- 
tained and insists on repetition of the treatment 
at each sitting. 


GIBB’S HOLLOW SUPPOSITORIES. 


Since the introduction of Gibbs Hollow Sup- 
positories some years ago, the medical profession 
has benefited very largely in being able to secure 
for their patients a most satisfactory method for 
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the administration of certain drugs. How many 
thousands of occasions are there, especially in 
smaller towns, when a doctor would give a great 
deal to be able to secure quickly some supposi- 
tories satisfactorily made and composed of the 
purest ingredients only; but few druggists, except 
in cities of some size, carry a machine for turning 
out properly made and correctly compounded sup- 
positories. Gibbs Hollow Suppositories fill the 
bill. They can at once be filled with almost any 
medicine, and can be almost instantaneously 
sealed, being ready for use within a few minutes’ 
time. They can be secured from any druggist. 


THE IMPORTANCE OF CAREFUL GENERAL 
PREPARATION OF THE PATIENT 
FOR SURGICAL OPERATION. 


'™Dr. Augustin H. Goelet, of New York, in a paper 
presented by invitation at the sixth annual session 
of the Tri-State Medical Association of the Carolinas 
and Virginia at Danville, Va., February 24, 1904, 
(International Journal of Surgery, May, 1904) says 
that, unless immediate operation is imperative 
and will not permit delay, no surgical procedure 
of any importance should be undertaken without 
sufficient preparation to secure normal activity 


of the intestinal tract and to restore normal action 
of the liver, kidneys and skin; also that it is the 
surgeon’s duty to minimize the risk of his operations 
as well as of the anesthetic, and this cannot be done 
without the most careful preparation of the patient. 

He lays stress particularly upon the importance 
of re-establishing normal activity of the liver, 
which, if properly done, improves nutrition and 
does away with that intestinal distention so often a 
hindrance at the time of operations within the 
abdomen and which is a source of so much dis- 
comfort during convalescence. 

For restoring functional activity of the liver he 
employs Sulpho-Lythin, a sulpho-phosphite of 
sodium and lithium, which, he says, is the most 
satisfactory and reliable hepathic stimulant he 
has found. It does not irritate the intestinal 
mucosa nor cause depletion, and may be given 
continuously without injury. 


A SPRING MEDICINE. 


In the spring the organs of elimination do not 
possess their usual activity on account of having 
become clogged by the accumulation of poisonous 
and perverted secretions during the winter months 
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si when the skin neglects its duties and the kidneys 
he are overworked. 
wae The symptoms which arise from this condition 
1 are very similar to those of malaria, but as the causes 
nt. are not alike in the least, the treatment should be 
aid entirely different, a fact which is often overlooked. 
ms The Tongaline Preparations by arousing the 
a absorptive powers of the various glands which have 
eg been clogged and by their stimulating action upon 
anal the liver, the bowels, the kidneys and the pores, 
- cause these organs to perform their proper functions, 
si thus restoring at once the equilibrium of the system. 
Where there are indications of any excess of 
of uric acid, Tongaline and Lithia Tablets (Tongaline 
mi 5 grs., Lithium Salicylate 1 gr.) will be found much 
- more effective and satisfactory than lithia alone or 
ii lithia waters which contain but a very small, in- 


definite and variable quantity of lithia salt. 

If there are any evidences of malaria, Tongaline 
and Quinine Tablets (Tongaline 34 grs., Quinia 
Sulph, 24 grs.) will promptly and thoroughly cor- 
rect the trouble and overcome any‘ tendency to 
periodicity. 

In Tongaline all the salicylic acid is made from 
the purest natural oil of wintergreen, the only kind 
that should be administered internally, as the 
synthetic product weakens the heart and depresses 
the entire system. 
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THE TREATMENT OF EXOPHTHALMIC 
GOITRE WITH THE BLOOD OF THY- 
REOIDECTOMIZED GOATS. 


In 1894, Lantz treated two exopthalmic-goitre 
patients with milk from thyreoidectomized goats. 
The results were so favorable that the treatment 
was applied to four other patients, all of whom as a 
consequence showed marked improvement and 
gain in weight. 

In 1894 Drs. Ballet and Enriquez took the blood 
of thyreoidectomized dogs that had lived long 
enough to experience the blood changes which loss 
of thyreoid function is sure to entail—and injected 
that blood into patjents suffering from exophthal- 
mic goitre. The results were so encouraging that 
other practitioners soon adopted the method, or a 
modification of it. The Deutsche Medicinische 
Wochenschrift, No. 38, 1899, contained a report of 
three cases of exophthalmic goitre, in the practice 
of Dr. Burghart, that improved under the treat- 
ment, two of them decidedly. Dr. Burghart did 
not confine himself to the use of injections, but 
administered a dried alcoholic extract of the blood. 

Later, a Darmstadt chemical house prepared a 
serum from the blood of thyreoidectomized sheep, 
which, administered to patients who had exophthal- 


mic goitre, produced a good effect; it was given 
both per os and subcutaneously. ma 

In 1901 Mébius (Munch. Med. Woch., Jan. 27, 
1903), proposed the preparation of a serum from 
the blood of sheep, from which the thyreoid gland 
had been removed, to be used in the treatment of 
exophthalmic goitre. He first injected 1 gramme 
of serum subcutaneously, but consequently found 
that better results could be obtained by giving it 
internally. In his patients, all of whom had been 
treated for years with various remedies, the cir- 
cumference of the neck was reduced, the goitre 
became smaller, and the patients slept better and 
were less agitated. It is not presumed that a cure 
can be established by this mode of treatment, but 
there seems to be sufficient ground to hope for 
beneficial results. 

Messrs. Parke, Davis & Co. have prepared a 
dried product of the blood of thyreoidectomized 
animals, called ‘Thyreoidectin,” which appears to 
produce the effects observed by Lantz, Mobius et 
al. In most of the cases in which it was tested the 
patients experienced much relief from restlessness, 
tremor, insomnia, and the usual train of nervous 
symptoms so generally observed. A gradual re- 
duction of the pulse-rate and in the size of the gland 
was also noted. 
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